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BOSTON 


| HAVE been asked to open this symposium on 

the surgery of the stomach and duodenum, 
and shall confine my remarks to the medical as- 
pects of the surgery of ulcer. 

In the first place, it will be worth while to de- 
fine this disease in order to furnish a basis for dis- 
cussion. A peptic ulcer represents a condition 
characterized by chronicity and by a tendency to 
recurrence. Its cause is unknown, and unfortu- 
nately this is a disease for which we have no 
assured cure. I believe that it is of the utmost 
importance to recognize that the disease is one 
not to be cured but to be managed. Of course, 
there is no doubt that gastric and duodenal ulcers 
at times are cured, but such cases are relatively 
few, and there is always a tendency to recurrence, 
regardless of the type of treatment. It is essential 
to stress this fact to the patient. Unless he realizes 
that he has a disease which tends to recur, the 
moment he is symptom-free he will assume that 
he is cured and subsequently, in the absence of 
proper care, will be very likely to have a recur- 
rence. 

The causes of recurrence are easily listed and 
are definite. The first and most obvious group 
consists of indiscretions in diet, the use of alcohol, 
excessive smoking and whatever constitutes irregu- 
lar habits of eating or living. The second cause 
is infection, and by this I do not mean focal in- 
fection. Such infection undoubtedly plays a part 
in recurrence, but it is of minor significance, and 
treatment by the removal of foci of infection is 
not as a rule followed by successful results. Focal 
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acute upper-respiratory infection. Recurrences fol- 
lowing such infection are probably due to sensitiza- 
tion of the gastric or duodenal mucous membrane, 
with a subsequent reactivation of the process, by 
a common “cold” or similar intercurrent disease. 
Third, and to my mind of paramount importance, 
are those factors that can be listed under stress 
and strain, nervous tension, prolonged emotional 
disturbances and the like. There is no doubt that 
the average patient with ulcer has numerous ex- 
tended periods of stress and strain, that he over- 
reacts to them and that these episodes are fre- 
quently the cause of recurrence. Unless we recog- 
nize all these factors, not only medical treatment 
but surgical treatment as well is sure to prove un- 
satisfactory. 

The trend in the treatment of ulcer during the 
last twenty years is very interesting. About twenty 
years ago treatment was largely surgical. Since 
that time there has been a definite shift toward 
medical therapy, not from the point of view of 
curing the disease, but from the point of view 
of the management of a chronic recurrent condi- 
tion. More recently, however, there has, I think, 
been a trend back toward surgery, away from in- 
discriminate medical treatment, if you will, and 
toward well-planned surgery in cases with accepted 
indications for surgical interference. The exact 
and proper percentage of cases requiring surgical 
interference is still to be determined, but there 
is no doubt that it should include about 20 per 
cent of all cases. 

What are the criteria for surgical interference 
from the point of view of the internist? An 
answer to this question is necessary, inasmuch as 
those of us who are interested in the practice of 
internal medicine have frequently the duty of 
making a decision even before the surgeon sees 
the patient. We are the ones who ought to make 
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the decision in favor of operation. One indica- 
tion for surgery is obviously that of acute perfo- 
ration, and this is generally accepted. A second 
is that of complete pyloric obstruction. It is also 
agreed that hemorrhage, in the broadest sense of 
the term, is frequently an indication for surgery. 
A fourth indication, which is much more difficult 
to define but which is perfectly distinct, may be 
described as a failure of medical treatment. Two 
other indications should be mentioned: the finding 
of a gastrojejunal ulcer, and the finding of a gas- 
tric ulcer about the nature of which there is some 
question. Wherever there is real doubt as to 
whether or not a gastric lesion is malignant, sur- 
gical treatment is the only proper approach. 

These are the main indications for surgical in- 
terference in the treatment of ulcer. An acute per- 
foration is obviously a surgical emergency, but I 
should like to mention one or two points about 
this condition. There is an occasional case in 
which a diagnosis has not been made until four 
or five days after perforation has occurred. Under 
such circumstances, I think that most of my surgi- 
cal colleagues will agree that Ochsnerization and 
conservative measures may at times be the proper 
methods of treatment. 

One or two diagnostic points are also of some 
interest in this connection. A perforated ulcer, 
whether gastric or duodenal, is frequently associ- 
ated with pain in the shoulder, and this may be 
the outstanding symptom. Pain referred to the re- 
gion of the trapezius, in connection with an acute 
intra-abdominal emergency, should immediately 
make one think of a perforation of a viscus, most 
probably in the stomach or duodenum, with some 
leakage under the dome of the diaphragm. An- 
other situation not so well recognized is the occur- 
rence of pelvic pain in relation to perforation of a 
gastric or duodenal ulcer. Occasionally such pa- 
tients do have acute pelvic pain, frequently leading 
to a diagnosis of acute salpingitis or acute appen- 
dicitis, although a careful but brief history would 
immediately indicate the fact that the patient has 
a chronic ulcer. This combination of a typical his- 
tory of ulcer and an acute episode of pelvic pain 
should suggest the possibility of a perforated ulcer, 
with drainage of gastric or duodenal contents into 
the pelvis and local peritoneal inflammation. 
Needless pelvic or appendiceal surgery would thus 
be avoided. When a small perforation is sus- 
pected, abdominal plates in the horizontal and 
vertical positions will frequently demonstrate a 
gas bubble and give a clue to a diagnosis of ulcer. 

As to obstruction, there is no doubt that in this 
event surgery is indicated, but the question always 
arises as to whether or not there is complete ob- 
struction. In this connection, certain things should 
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be mentioned. In the first place, one may have 
traces of barium in the stomach for as long as 
twenty-four hours after its administration, with- 
out any organic disease of the pylorus being pres- 
ent. Such retention may depend entirely on emo- 
tional disturbances, and is not in itself conclusive 
as evidence of organic disease. The x-ray diag- 
nosis of pyloric obstruction, therefore, should al- 
ways be carefully checked, and should not be taken 
alone as an indication for surgical interference. 

Rarely one encounters postpyloric obstruction, 
if such a term may properly be used. This is due 
at times to disease of the gall bladder and re- 
sulting inflammatory reaction around the duode- 
num, pulling it up toward the gall bladder, with 
kinking and at times an almost complete obstruc- 
tion. If suspected, such a diagnosis can occasion- 
ally be made prior to operation. 


Queer deformities of the duodenum well beyond 
the pylorus, with partial obstruction, always re- 
quire an adequate history, with particular refer- 
ence to biliary colic and adequate cholecystogra- 
phy. When pyloric obstruction is associated with 
the presence of an acute ulcer in or near the py- 
loric valve, it is extremely important to treat the 
ulcer medically for a reasonable period of time, 
with the patient under close supervision. Fre- 
quently one finds that gastric stasis disappears 
under proper medical management, even though 
the obstruction at first appears to be complete. 
Such measures are particularly valuable because of 
the generally accepted fact that gastroenterostomy, 
as a rule, is the surgical procedure of choice in the 
presence of complete pyloric obstruction. When 
pyloric obstruction is not complete, gastroenter- 
ostomy is frequently a failure, and it is therefore 
absolutely necessary to establish beyond doubt the 
degree of obstruction before determining the 
necessity for surgery or the nature of the opera- 
tion to be employed. With a sufficient degree of 
stasis, there is no doubt that surgery is indicated. 

I must emphasize, however, that in the presence 
of pyloric obstruction one is often dealing with 
a poor-risk patient. Obstruction itself naturally 
results in undernutrition, loss of electrolytes, pro- 
tein deficiency and the danger of postoperative 
edema, so that adequate preparation is essential 
in many of these cases before operative measures 
are considered. Replacement of electrolytes with 
normal physiological saline solution and replace- 
ment of serum protein by blood transfusion are 
always advisable, and in some cases jejunostomy 
may be seriously considered as a proper maneuver, 
for the purpose of providing adequate nutrition 
before any gastric surgery is attempted. 

Hemorrhage I shall mention only in passing, be- 
cause it is too large a subject for discussion. Acute 
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massive hemorrhage is not as a rule an indication 
for surgery. The risk to patients under forty-five 
years of age is minimal, whereas that of surgical 
intervention is great. In patients over forty-five, 
the mortality from hemorrhage increases rapidly, 
and there may be an occasional case where surgi- 
cal interference, if the site of the lesion is known 
and if the patient is under proper supervision, is 
indicated. This group of patients, however, is 
very small, and even here the risk of emergency 
surgery performed to stop bleeding is so great 
that it should always be avoided if possible. With- 
in forty-eight hours after massive hemorrhage the 
decision must be made as to the course to be pur- 
sued, and surgical measures, if indicated, should 
be attempted at no later date. 


I may say a word here about transfusions. There 
is no doubt that they help in the treatment of 
massive hemorrhages and are a valuable means 
of combating shock; and if properly given they do 
not raise the blood pressure. Citrate transfusions, 
given by the direct method, can be used with com- 
plete satisfaction. If several transfusions have been 
given, surgical intervention is probably unwise. 
I believe that my surgical colleagues will agree 
that the administration of several transfusions 
practically precludes surgery, inasmuch as such 
patients do not stand operation well. Therefore, 
it is of the utmost importance to come to a de- 
cision as to the method of treatment within twenty- 
four to forty-eight hour's after massive hemorrhage 
has occurred. On the other hand, repeated gross 
hemorrhages undoubtedly constitute an indication 
for surgery, but this should be an elective opera- 
tion with proper preoperative preparation. 

The most difficult decision in ulcer therapy is 
that of advising surgery because of the failure of 
medical treatment. Such a decision obviously can 
be made only on the basis of long experience. Pa- 
tients who have not done well after prolonged 
medical treatment, because of their failure to fol- 
low the prescribed treatment or because of social 
or economic factors, or because in spite of really 
adequate medical treatment the ulcer is intractable, 
deserve surgery. Such surgery should be under- 
taken with the idea of giving the patient more 
adequate protection against recurrences, and 
should therefore be performed only after very 
thorough consideration. In such cases, however, 
the most radical surgery is probably the most con- 
servative, and hence the operation should be lim- 
ited to subtotal resection. 

I believe that there is another place for gastro- 
enterostomy in addition to the indication already 
mentioned, — pyloric obstruction. There are a few 
patients who do not have such obstruction and 
who constitute poor surgical risks because of as- 


SURGERY OF THE STOMACH AND DUODENUM — BENEDICT 


427 


sociated cardiac or pulmonary diseases, and yet 
have intractable ulcers. These patients are usually 
if not always in the later decades of life, and the 
risk of major surgery (subtotal resection) is much 
greater than that of gastroenterostomy. In this 
group of cases there is still an occasional one where 
gastroenterostomy is the operation of choice. 

The reasons for the failure of surgery, I think, 
are three: the unwise choice of the patient, of the 
type of surgery and of the surgeon. First, one 
must size up the individual patient — his psycho- 
logical reactions, his business and social back- 
ground, the stress and strain to which he is sub- 
jected and his ability to carry out orders. If after 
thorough consideration of these factors it seems 
certain that the patient will be unable to carry 
out any reasonable medical regime, a reasonable 
corollary is that surgery, too, will be ineffective 
and that recurrences may be encountered. Sec- 
ond, selection of the type of surgery needed in the 
individual case involves the criteria mentioned 
above in discussing complete or incomplete pyloric 
obstruction, hemorrhage and so forth. Finally, in 
major gastric surgery it is of the highest importance 
to choose the proper surgeon; for such surgery 
involves a technic calling for extreme skill and 
wide experience. 


In spite of all the surgical and medical skill 
available, peptic ulcer is still a chronic recurrent 
disease in the sense that a cure for it cannot be 
guaranteed, regardless of the type of treatment. 
One should never forget that after all the disease 
may recur, even if an almost complete gastrectomy 
has been done, and that no matter how radical the 
surgery, the patient must continue under medical 
supervision of some sort. 


GASTROSCOPIC EXAMINATION* 
Epwarp B. Benepict, M.D.t+ 


BOSTON 


INCE the advent of the Wolf-Schindler flexi- 

ble gastroscope,’ which was first used in this 
country at the Massachusetts General Hospital six 
years ago,” our conception of gastric disease has 
undergone considerable change. We now actually 
see the inside of the stomach in health and disease, 
and can observe changes in the gastric mucosa 
which are not demonstrable by any other method 
of examination. Gastroscopy is a safe procedure, 
easily performed in the office or outpatient depart- 
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ment, and well tolerated by most patients. The 
correct interpretation of gastroscopic findings, how- 
ever, requires much experience, and the examina- 
tion should therefore be in the hands of a few 
well-trained gastroenterologists. 


Curonic GASTRITIS 


By the frequent use of the gastroscope both here 
and abroad it has been shown that chronic gastritis 
is the commonest disease of the stomach.’ 

Chronic gastritis is of great importance to the 
surgeon for the following reasons: massive hem- 
orrhage may come from gastritis alone’; severe 
gastritis associated with gastric or duodenal ulcer 
may be an indication for or against operation, de- 
pending on the degree and location of the gastri- 
tis; and postoperative gastritis is sometimes the 
cause of serious symptoms and its presence may be 
an indication for further surgery. 


Hemorrhage from Gastritis 


In a previous report® the complication of hem- 
orrhage has been emphasized. It may be slight, 
severe or occasionally fatal. Gastroscopically it is 
usually possible to demonstrate a red, edematous 
mucosa, exudate between the folds, submucosal 
hemorrhages and mucosal erosions, sometimes with 
active bleeding. Such patients have occasionally 
in the past been subjected to laparotomy and noth- 
ing found. By gastroscopy it is possible to show 
that the bleeding is coming from a severe gastritis, 
often involving almost the entire gastric mucosa. 
Because of the extent of the disease and its gener- 
ally good response to medical treatment, surgery is 
usually contraindicated. 


Case 1. S.C. (M. G. H. No. 133540), a 51-year-old man 
who complained of repeated attacks of weakness and 
pallor, was referred for gastroscopy. On admission the 
patient appeared poorly nourished and sallow. The red- 
cell count was 1,800,000, and the hemoglobin 32 per cent. 
Gastric analysis after administration of histamine showed 
no free acid. Benzidine tests on the gastric secretion and 
on the stools were strongly positive. 

Gastroscopy was performed on June 9, 1938. Prelimin- 
ary drainage of the stomach yielded 4 cc. of dark-red 
blood. Because of angulation the pylorus was somewhat 
difficult to see, but it appeared entirely normal. The 
antrum and lower part of the body had a diffuse, mottled, 
red-gray appearance. Lying on the greater curvature in 
the body of the stomach was a large, dark-red blood clot 
of irregular shape. There was a small amount of bright- 
red blood. Also in this region on the posterior wall in 
the upper part of the body there was a definite verrucous 
appearance and superficial erosion. There was no evidence 
of ulcer or neoplasm. The findings indicated superficial 
and hypertrophic gastritis with erosion and hemorrhage. 

Gastroscopy was repeated on June 30. Preliminary drain- 
age of the stomach yielded 4 cc. of very thick, bloody 
secretion. The view was again obscured by the presence 
of blood in the stomach. So far as could be determined, 
there was no ulcer and no neoplasm. Because of the 
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presence of blood, however, I did not believe that all 
parts of the mucosa had been satisfactorily examined, and 
therefore thought that the patient should still be carefully 
watched and studied, by both x-ray and gastroscopy, for 
further developments. The mucosa, however, appeare 
distinctly better. No superficial erosions were visible at 
this time. There was still evidence of superficial and 
hypertrophic gastritis. As we have had a number of 
patients bleed very severely from gastritis alone, it is 
quite possible to explain this hemorrhage and other 
symptomatology on such a basis. 

In spite of a very careful medical regime, further 
bleeding occurred, so that readmission was necessary 6 
months later. X-ray examination on January 3, 1939, 
showed a normal esophagus. The stomach was high in 
position, smooth in outline, with good peristalsis, and 
showed no residue after 6 hours. The rugae appeared 
thickened. The impression was that of hypertrophic 
gastritis. 

A third gastroscopy was performed on January 19, The 


Case 1. 


Severe extensive chronic gastritis with erosions and 
active hemorrhage. Surgery is contraindicated as the 
process 1s too diffuse. X-ray treatment was given with 
benefit. 


Ficure 1. 


pylorus was not seen. Peristalsis was normal. The mucosa 
throughout presented a hemorrhagic appearance, with mul- 
tiple erosions and blood clots throughout the antrum and 
body, extending well up to the cardiac orifice. The mucosa 


‘ throughout was reddened and showed areas of submucosal 


hemorrhages, as well as hemorrhagic erosions. It appeared 
very fragile and presented many wart-like excrescences 
typical of hypertrophic gastritis. The rugae also pre- 
sented a markedly beaded appearance. The process was 
very diffuse and severe. The findings were those of 
a chronic superficial and hypertrophic gastritis, with mul- 
tiple erosions and hemorrhages. 

I advised a trial of x-ray treatments in an effort to 
stop these hemorrhages, with the idea that, if this were 
unsuccessful, gastric resection might be necessary, though 
the process was so diffuse that almost a total gastrectomy 
might be required. Four x-ray treatments were given 
on successive days to the epigastrium, the total dose being 
520r. The bleeding was controlled and the patient gained 
15 pounds in weight. 
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This case represents severe hemorrhage from ex- 
tensive chronic gastritis (Fig. 1). Accurate diag- 


nosis was possible only by gastroscopy. There was 
definite benefit from x-ray treatment. Surgery was 
not indicated, as the process was too diffuse. 


Severe Gastritis with Duodenal Ulcer 


Gastritis is frequently seen associated with gastric 
or duodenal ulcer. A knowledge of the degree and 
location of the associated gastritis should be one of 
the important factors to influence the surgeon in 
deciding for or against operation, and in planning 
the type of operative procedure. If a diffuse gastri- 
tis is present, or severe gastritis of the fundus, 
probably neither a gastroenterostomy nor a radi- 
cal operation will be indicated, for the gastritis of 
the upper part of the stomach will persist and con- 
tinue to give symptoms. If there is no gastritis, a 
simple gastroenterostomy or pyloroplasty may be 
sufficient. If gastritis is localized in the antrum, 
resection may be indicated. 


Case 2. S, L. L. (M. G. H. No. 163982), a 25-year-old 
man, was admitted to the hospital complaining of epigastric 
pain and vomiting of 7 years’ duration, which had been 
relieved by diet. 

Examination showed slight epigastric tenderness. The 
red-cell count was 5,000,000, and the hemoglobin 100 per 
cent. Guaiac tests on vomitus were positive to strongly 
positive. 

X-ray examination on November 28, 1938, showed 
the esophagus to be normal. The stomach contained a 
moderate amount of secretion. The rugae were not ap- 
preciably thickened. No defects were present in the 
stomach. The first portion of the duodenum was quite 
irritable, and it was constantly deformed. In the central 
portion of the cap about 1 cm. beyond the valve there 
was a constant crater, probably on the posterior wall. At 
the end of 6 hours the stomach was empty. Some barium 
from the motor meal lay in the cecum. The findings 
were those of active duodenal ulcer, probably of the 
posterior wall. Repeat x-ray films on February 20, 1939, 
showed that the stomach was cascade shaped. The pylorus 
opened readily, and a cap with marked deformity was 
filled. There was a narrow pouch toward the greater 
curvature and a large pouch on the lesser curvature. 
The crater previously described had decreased in size, 
but was still visible. The findings were those of marked 
scarring due to duodenal ulcer, which was still active. 
Another examination on March 9 showed the esophagus 
and stomach as before. The pylorus opened readily, 
filling a cap which if anything was slightly smaller than 
at the previous examination. The pouches at no time filled 
to the extent noted at that examination. No ulcer crater 
could be definitely demonstrated. 

The patient’s course in the hospital was unsatisfactory; 
he was uncomfortable and vomiting. Surgery was serious- 
ly considered. 

Gastroscopy was done on March 17. Preliminary drain- 
age of the stomach yielded 30 cc. of clear, slightly green- 
ish material, which contained free hydrochloric acid. 
Prepyloric contraction was seen, but probably not quite 
down to the pylorus. There was no peristalsis. The 
mucosa throughout showed increased reddening, but other- 
wise the antrum appeared normal. Throughout the body 
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and upper part of the stomach the mucosa showed a 
very marked verrucous appearance with beading of the 
rugae, particularly on the lesser curvature, posterior wall 
and greater curvature, with numerous areas of blotchy 
reddening and three or four erosions about 5 mm. in 
diameter. There was no active bleeding. I believed 
that the gastritis in this patient played an important part 
in his symptomatology. It was so extensive that gastric 
resection would not remove all of it; moreover, there 
would be the usual postoperative gastritis after resection. 
On this account, and also because of the gastric acidity 
and the temperament of this patient, it seemed to me that 
surgery should be avoided if possible. I believed that 
the youth of the patient was also against a good surgical 


- 


Figure 2. Case 2. 

Severe diffuse gastritis associated with duodenal ulcer. 
The extent and location of the process were contrain- 
dications to surgery. The symptomatology did not clear 
up with the healing of the ulcer but with the healing 
of the gastritis (Fig. 3). 


result. He had apparently never been very co-operative, 
but I thought that if the situation were carefully explained 
to him, and if he were carefully followed in the Gastro- 
intestinal Clinic, he might be brought under fair con- 
trol medically. I advised complete elimination of to- 
bacco and an absolutely rigid schedule of meals by the 
clock, with powders if necessary. If the patient could 
not follow this rigid schedule without operation, I did 
not expect that he would do well after an operation. 

Gastroscopy was repeated on April 4. Preliminary drain- 
age was not done. At this examination the mucosa 
showed very marked improvement. There was only one 
area on the posterior wall of slightly blotchy reddening and 
slightly verrucous appearance. Otherwise the mucosa ap- 
peared almost normal. 

Continuation of medical treatment was advised, and on 
April 16 the patient was discharged home, symptom-free. 


In spite of the fact that this patient’s ulcer had 
apparently healed by x-ray on March 9, his symp- 
toms persisted and gastroscopy demonstrated the 
presence of a severe gastritis (Fig. 2). Surgery had 
been seriously considered, but when the extent and 
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severity of the gastritis were demonstrated it was 
decided not to operate. The clinical improvement 
three weeks later coincided with the improvement 
in the gastric mucosa shown by gastroscopy (Fig. 
3). In this case, then, the gastroscopic finding of 


Figure 3. Case 2. 


With the healing of the gastritis, as shown in this 
illustration, there was an improvement in the symptom- 
atology. 


a severe generalized gastritis was important in ex- 
plaining the continued symptomatology after the 
apparent healing of the ulcer, and in contraindicat- 
ing surgery. 


Postoperative Gastritis 


Pathologic changes in the gastric mucosa are not 
infrequently found in the stomach postoperatively. 


Sometimes, though not always, postoperative gas- 
tritis is the cause of severe symptoms. When it 
can be shown gastroscopically that the gastritis is 
localized in the region of the stoma, further sur- 
gery may be indicated. 


Case 3. C. S. H. (P. H. No. 1312), a 46-year-old man, 
had had a pylorectomy and posterior gastroenterostomy 
in 1929 for perforating duodenal ulcer. He entered the 
hospital complaining of repeated attacks of hematemesis 
and melena of 3 years’ duration, with no evidence of 
ulcer by repeated x-ray examinations. 

Physical examination on admission was essentially neg- 
ative. The red-cell count was 4,000,000 and the hemo- 
globin was 75 per cent. The clinical impression was that 
of bleeding from the duodenum. 

Gastroscopy was performed on January 19, 1939. Pre- 
liminary drainage of the stomach yielded 165 cc. of thick, 
greenish material. Following this, gastric lavage was done. 
The patient was very co-operative and a good view was 
obtained. There was a moderate amount of whitish ma- 
terial clinging to the mucosa, particularly in the antrum, 
some of which might have been barium, but part of 
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which was probably the exudate frequently seen in post- 
operative gastritis, The antrum showed superficial red- 
dening, with areas along the lesser curvature of sub- 
mucosal punctate hemorrhages. Peristalsis was normal, 
and appeared to pass well down the antrum to the region 
where the pylorus should be. It appeared from this and 
from the x-ray studies that very little of the antrum was 
resected at the time of pylorectomy. The gastroenterostomy 
stoma was not visualized, as it was apparently closed at 
the time of this examination and lay behind some folds 
in the mucosa. The greater curvature and posterior wall 
in the mid-portion of the body of the stomach showed a 
markedly verrucous and inflammatory appearance, with 
reddening of the folds, and two erosions 2 to 3 mm. in 
diameter. The upper part of the stomach also showed 
a moderate degree of gastritis, but I believed that most 
of it was in the region of the stoma. The findings in- 
dicated a marked superficial and hypertrophic postoperative 
gastritis with erosions and hemorrhage. 

I thought that a large amount of bleeding could come 
from this patient’s gastritis. From the previous operative 
note it was impossible to conclude how much duodenum 
had been resected, but I got the impression that at least 
part of the first portion was resected and the duodenum 
infolded. I therefore rather doubted the presence of a 
duodenal ulcer. I believed that the anatomical setup was 
functionally poor, as it left a blind pouch which emptied 
poorly, and which had caused a marked gastritis of the 
antrum and of the region of the anastomosis. I therefore 
judged that gastric resection was advisable, with removal 
at least of all the antrum distal to the stoma, and very 
likely a higher resection to include the stoma and to 
give a Polya anastomosis. At that time a further part 
of the first portion of the duodenum could be resected if 
necessary. 

On January 30 a partial gastrectomy was done. The 
duodenal stump felt normal, with no induration suggestive 
of ulcer. There were extraordinarily large vessels over 
the antrum and the region of the anastomosis. There 
was no evidence of jejunal ulcer. Two thirds of the stom- 
ach was resected, together with the involved portion of 
the jejunum. The pathological specimen was described as. 
a partally opened, pink, hemorrhagic stomach, with rugae 
normal in number, consistence and thickness, but flecked 
everywhere with beefy red spots. The pathological di- 
agnosis was subacute and chronic gastritis. 

The patient did well postoperatively, and up to June 
5, 1939 had had no further bleeding attacks. 


In this case the clinical impression was that the 
bleeding was coming from the duodenum. Gas- 
troscopy, however, showed a severe chronic gas- 
tritis with erosions and hemorrhage (Fig. 4), espe- 


cially in the region of the gastroenterostomy stoma. 
Partial gastric resection confirmed these findings 
and showed a normal duodenal stump. The path- 
ological report was subacute and chronic gastritis. 
The patient has remained well with no further 
bleeding. 

From a consideration of these cases of gastritis. 
it should be emphasized that all patients with un- 
explained gastrointestinal bleeding should have 
gastroscopic examination. Hemorrhage from gas- 
tritis is not uncommon. It is important to deter- 
mine the extent and severity of the gastritis and 
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to follow the healing process by gastroscopy. The 
usual case with hemorrhage from gastritis will re- 
spond to rest and dietary measures with iron, liver 
and vitamin therapy. Schindler,’ however, has re- 
ported a case of very severe gastritis treated by 
heavy x-radiation. There were many erosions, but 
no mention was made of bleeding. One year later 
a marked atrophic gastritis developed, which 
Schindler attributed to the x-ray treatment. It 
is too soon to know the final result in Case 1, 


Ficure 4. Case 3. 


Severe postoperative gastritis with hemorrhage, local- 
ized near a gastroenterostomy stoma. Resection was 
performed with good result. 


above. Certainly, as Schindler points out, “x-ray 
therapy should be used only in the most severe 
cases.” 

In Case 2 the persistence of symptoms after ap- 
parent healing of the duodenal ulcer is of special 
interest. The relief of symptoms coincided with 
the marked improvement in the mucosa shown by 
gastroscopy. 


BENIGN ULcER 


The gastroscopist can be of aid to the sur- 
geon in the diagnosis and treatment of gastric 
ulcer’ in the following ways: gastric ulcers, espe- 
cially the superficial ulcers which are not seen 
by any other method of examination, may be seen 
by gastroscopy; the associated gastritis can best 
be evaluated by gastroscopy; gastroscopic examina- 
tion is of assistance in differentiating benign and 
malignant ulcer; and gastroscopy is of value in 
following the healing process. 


Case 4. A. K. (M. G. H. No. 109873), a 51-year-old 
woman, entered the hospital complaining of abdominal 
pain and vomiting, often relieved by food or soda. On 
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examination she showed epigastric tenderness. The red- 
cell count was 5,500,000. Guaiac tests on the stools 
were strongly positive. 

X-ray examination on February 17, 1938, showed a 
crater 2.5 cm. in diameter on the posterior wall of the 
stomach just below the cardia, with marked surrounding 
induration. There was marked convergence of the rugae 
toward the ulcer. The floor of the ulcer contained an ir- 
regular filling defect, possibly due to blood clot or to 
food. The cap did not fill during examination. No stress 
was laid on its demonstration on account of the pre- 
ceding hemorrhage. The gross findings were those of a 
large, benign ulcer in the area described. Re-examination 
after medical treatment was suggested. 

Gastroscopy was performed on February 23. Prelimin- 
ary drainage yielded 7 cc. of cloudy mucus, which con- 
tained no free hydrochloric acid. The pylorus was well 
seen and appeared normal. Peristalsis was rather sluggish. 
The antrum was normal. There was a verrucous appear- 
ance of the anterior wall in the lower part of the body 
of the stomach, with a beaded appearance of the rugae. 
Above this area on the anterior wall was an irregularly 
shaped ulcer about 0.5 by 1.0 cm. in diameter, with a 
clean, white base and very slightly reddened margin. 
There was no depth to the ulcer, and the margins were 
very sharply outlined. There was no induration in this 
region. On the posterior wall close to the cardia was a 
large, very deep ulceration with a fairly smooth grayish- 
white base, and sharply defined, slightly undercut margins. 
The lesion itself appeared to be circular and from 2 to 3 
cm. in diameter. The surrounding mucosa looked normal 
and not nodular. There was one very large fold running 
transversely directly from the large posterior wall ulcer to 
the small anterior wall ulcer. Distal to this fold was a 
lake of mucus. From this examination I concluded that 
both ulcers were benign. 

X-ray examination was repeated on March 21. The 
large ulcer had markedly improved. It was thorn-shaped, 
and measured about | cm. across the base and not quite 
1 cm. in depth. There was marked convergence of the 
rugae toward the ulcer. The surrounding swelling in- 
volved only about one quarter of the area it had in- 
volved on the previous examination. The patient showed 
improvement with gain in weight, and by x-ray examina- 
tion on September 26, the ulcer was seen to have further 
decreased in size, although it was still visible. 

Gastroscopy was repeated on October 6. Preliminary 
drainage of the stomach yielded 15 cc. of thick, gray- 
ish-yellow secretion, which contained free hydrochloric 
acid. The pylorus was only partially seen through the 
angulus, but appeared normal, and on the lesser curvature 
was a grayish-white patch, | cm. in diameter, appearing 
somewhat like leukoplakia. On the anterior wall in the 
middle of the body of the stomach was a punched-out 
ulcer with clear-cut, gray margins and clean, gray base, 
apparently healing. The rugae seemed to converge toward 
it, and the ulcer appeared to be about 2 to 3 mm. deep, 
with high folds surrounding it. There was a very marked 
cobblestone appearance in this region. On the posterior 
wall near the lesser curvature, fairly high up and about 
4 cm. from the cardia, was another elongated ulcer lesion 
about 2 by 1 cm. in diameter, which appeared very similar 
to the ulcer just described. The cobblestone appearance 
was also marked in this region, and in fact quite gen- 
erally throughout the body of the stomach, with increased 
redness. The findings indicated an anterior wall and a 
posterior wall ulcer, both of which were probably benign 
and surrounded by very marked hypertrophic gastritis. 
In view of the presence of these ulcers for 8 months under 


% «* 
< 
22 @ , gf” 
4 
~ 
y 
A Pe 
f 


432 


careful treatment, and the marked cobblestone appear- 
ance near the ulcers, malignancy could not be excluded. 
The presence of free acid and the absence of symptoms 
were somewhat against a diagnosis of carcinoma, but not 
conclusively. The posterior wall ulcer was so high up 
that surgery would have been difficult. 

A third gastroscopy was done on November 17. Pre- 
liminary drainage of the stomach yielded nothing. The 
examination was confined chiefly to the upper part of 
the stomach. The ulcer on the anterior wall had com- 
pletely healed, and that on the posterior wall appeared 
very shallow and about 0.5 cm. in diameter, with a redden- 
ing of the mucosa, convergence of the rugae and a cobble- 


Ficure 5. Case 4. 


Large posterior-wall gastric ulcer shown by gastros- 
copy to have sharp margins and a clean base and to 
be benign. 


stone appearance in this region. The findings indicated 
a very marked improvement since the previous examina- 
tion. There was no evidence of malignancy. 

Re-examination of the stomach by x-ray on December 
1 showed the area previously described to have further re- 
gressed. There was mere convergence of the rugae, with a 
small pooling of barium that might have been due to 
the puckering of a scar. The stomach in this area 
showed beginning hourglass deformity. 

The patient was symptom-free until February, 1939, 
when she developed carcinoma of the cecum, which 
proved to be inoperable.* 


In this case gastroscopy contributed valuable ad- 
ditional information in four respects. It showed 
the lesion to have sharply defined margins and a 
clean base, so that malignancy was made to ap- 
pear very unlikely (Fig. 5). A second ulcer, not 
previously suspected, was demonstrated (Fig. 6). 
The demonstration of multiple ulcers is important 
in itself, but particularly so when the question 
of malignancy arises, for multiple malignant ul- 
cers in different parts of the stomach are extremely 
rare, whereas multiple benign ulcers are not un- 


*At autopsy performed at another hospital, the gastric ulcers had appar- 
ently healed. There was no evidence of gastric malignancy. 
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common. The last gastroscopic examination showed 
complete healing of the ulcer on the anterior 
wall and marked improvement in the large ulcer 
on the posterior wall. Gastroscopy also revealed a 
very marked associated gastritis. 


MALIGNANT ULCER 


The differential diagnosis between benign and 
malignant gastric ulcer is often difficult and some- 
times impossible. Every means at one’s disposal 
should be employed to make this diagnosis. Gas- 
troscopic examination is a valuable aid in this re- 
spect. An ulcer with a clean base and sharply de- 
fined margins is probably benign, whereas an ulcer 
with a dirty base and nodular margins is almost 


Ficure 6. Case 4. 


Small anterior-wall gastric ulcer in same patient. 
This ulcer was demonstrated only by gastroscopic ex- 
amination. 


surely malignant. As Schindler*® has pointed out, 
the presence of the circulating blood in the living 
tissue is of great help to the gastroscopist. 


Case 5. G. E. W. (M. G. H. No. 132669), a 43-year-old 
man, was admitted to the hospital complaining of right- 
sided abdominal pain, with vomiting of 14 months’ 
duration. On examination there was tenderness in the 
epigastrium. Analysis of the fasting content of the 
stomach showed 13 units of free hydrochloric acid. One- 
half hour after administration of alcohol and histamine 
~ gastric secretion showed 36 units of free hydrochloric 
acid. 

X-ray examination was done on October 25, 1938. The 
esophagus showed no evidence of varices. The upper part 
of the stomach was normal. On the lesser curvature just 
above the antrum there was an ulcer crater 4 cm. in 
diameter, which extended into the stomach wall for 2 
cm. and was surrounded by a marked zone of edema. The 
stomach below this ulcer and the duodenum showed no 
evidence of disease. The ulcer seemed grossly benign, 
but malignancy could not be ruled out. 

Gastroscopy was performed on November 10. Prelimi- 
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nary drainage of the stomach yielded 4 cc. of slightly 
bloody secretion, which contained free hydrochloric acid. 
The pylorus and antrum appeared normal. Peristalsis was 
normal. On the lesser curvature at the angle of the 
stomach was a large, deep ulcer, probably 3 cm. in diameter 
and 1 cm. deep, with slightly nodular margins and a 
dirty base containing barium and blood clot. The sur- 
rounding mucosa was nodular (Fig. 7). The gastroscopic 
-appearance, as well as the size of the lesion, made me 
very suspicious of neoplasm, and I believed that the 
patient would have to be explored. 


Ficure 7. Case 5. 


By showing slightly nodular margins and a dirty 
base in this lesion, gastroscopic examination alone made 
the correct diagnosis of malignant gastric ulcer. 


On November 17 subtotal gastric resection was done. 
The pathological diagnosis was adenocarcinoma. The re- 
port in detail ran as follows: 


The specimen consists of a subtotally resected stomach, 
measuring 20 by 15 cm., on the lesser curvature of 
which is an ulcer crater measuring 3.5 by 1 cm. in 
diameter and 0.8 cm. in depth. This is located 5 cm. 
from the pylorus. The crater is slightly firm and the 
mucosa is undermined for 1 mm. The surrounding 
mucosa shows rather marked gastritis. Microscopic ex- 
amination shows a broad, shallow, saucerlike area of 
peptic ulceration, with a fibrinoid membrane and a 
base of granulation tissue. Just under the edge, at a 
point where the ulcer slightly undermines the mucous 
membrane, is a small focus, about 5 mm. in diameter, of 
well-differentiated adenocarcinoma. Although it is well 
circumscribed, it shows some degree of invasion of the 
mucous membrane from below. The balance of the 
mucous membrane, however, is normal, except for 
evidence of gastritis. No invasion of the blood vessels, 
lymphatics or perineural invasion can be made out. In 
view of the small size of the tumor and excellent dif- 


ferentiation, the prognosis would seem to be very 
favorable. 


All the clinical evidence to the contrary notwith- 
standing, the gastroscopic diagnosis of “probable 
malignant gastric ulcer” proved to be correct. 
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CaRCINOMA 


In a previous report,” it has been shown that gas- 
troscopy is of assistance not only in the diagnosis 
of carcinoma, but also in helping to determine the 
location and extent of the tumor, and in differenti- 
ating benign and malignant lesions. In the follow- 
ing case of advanced carcinoma the correct diag- 
nosis was first made by gastroscopy. 


Cast 6. W. A. (M. G. H. No. 84274), a 67-year-old 
man, entered the hospital complaining of epigastric dis- 
tress, anorexia and loss of weight of 4 months’ duration. 
Physical examination showed a fatty epigastric mass 4 cm. 
in diameter, with a ventral hernia. 

X-ray examination on October 26, 1937, showed a 
normal esophagus. There was slight hypertrophy of 
the pylorus muscle, with asymmetry of the immediate 
prepyloric area. There was slight thickening of the 
rugae in this. area. The whole process was probably 
due to localized gastritis. The pylorus opened readily. 
The cap was not deformed. The duodenum was not 
remarkable. There was marked tenderness above the 
antrum, immediately above the palpable hernia. The 
examiner suggested checking the antrum 4 weeks after 
operation for repair of the hernia, which was done on Octo- 
ber 29. 

On January 28, 1938 the patient was readmitted because 
of abdominal pain of 3 weeks’ duration and further 
weight loss. In spite of these symptoms, the clinical 
impression was gastric neurosis. X-ray examination was 
repeated on February 1. It was impossible to palpate 
the stomach, owing to extreme tenderness at the site 
of the operation. The patient fainted and the examina- 
tion was discontinued, but it was possible to demonstrate 
an oval filling defect in the antrum about 2.5 cm. in di- 
ameter, and an elongated pyloric valve. 

It was planned to study this defect further when the 
patient could withstand the procedure; in the mean- 
time, gastroscopy to decide between malignancy, polyps 
or acute gastritis and ulcer was done on February 5. Pre- 
liminary drainage yielded 45 cc. of cloudy, shredded, 
brownish material, which contained no free hydrochloric 
acid. The pylorus was well seen and appeared normal. 
The muscle of the sphincter of the antrum appeared like 
an incomplete circle, with no ring of peristalsis on the 
aspect toward the greater curvature. Peristalsis was 
passing over the antrum entirely normally, except that no 
wave seemed to form or carry through on that side. On 
the greater curvature on the posterior wall in the body 
of the stomach was a very nodular, partly ulcerating and 
partly necrotic lesion probably 5 cm. in diameter, hav- 
ing the appearance of carcinoma. There were marked 
hypertrophic changes throughout the mucosa. There was 
little doubt that the patient had carcinoma, probably 
extending to within 3 or 4 cm. of the cardia. 

A third x-ray examination was done on February 7 
and showed a lobulated tumor mass occupying the 
posterior wall of the body of the stomach, where it was 
seen by gastroscopy. The upper lobe of the mass lay at 
the level of the cardia, the lower border in the region 
of the angle of the stomach. Examination was again 
difficult, owing to extreme tenderness, as well as to 
the large amount of fluid in the stomach. The defect 
disappeared completely as soon as a little more barium 
was given. It was not attempted to demonstrate the 
polypoid lesion previously described in the prepyloric re- 
gion. The findings were those of a lobulated tumor 
mass on the posterior wall and a polypoid lesion in the 
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antrum. There was no evidence of involvement of the 
esophagus. 

On February 15 a total gastrectomy was performed. Ex- 
ploration revealed a carcinoma high on the fundus of the 
stomach, extending to within perhaps 2 cm. of the esophag- 
eal opening. In the prepyloric region about | cm. from 


Figure 8. Case 6. 


Advanced carcinoma of the stomach, first demon- 
strated by gastroscopy and also accurately localized by 
gastroscopy. 


the valve was another carcinoma, about | cm. in diameter. 
The pathological report was adenocarcinoma. On February 
28, the patient died of general peritonitis. 


Gastroscopy here not only first showed the true na- 
ture of the disease, an advanced carcinoma (Fig. 8), 
but also accurately demonstrated its proximity to 
the esophageal orifice. The clinical impression of 
gastric neurosis in this case emphasizes the danger 
of making such a diagnosis until all methods of 
examination at one’s disposal have been employed. 


CONCLUSIONS 


Gastroscopy is a safe procedure, easily performed 
and well tolerated by most patients, and the in- 
formation obtained from such an examination is 
of great value to the surgeon. 


Since gastritis is the commonest disease of the 
stomach and massive hemorrhage may come from 
gastritis alone, all patients with unexplained gas- 
trointestinal bleeding should have gastroscopic ex- 
amination. The gastritis which frequently accom- 
panies gastric or duodenal ulcer must be recognized 
and localized, particularly if surgery is under con- 
sideration. Since postoperative gastritis is a defi- 
nite entity, satisfactorily studied only by gas- 
troscopy and properly treated only after care- 
ful study, gastroscopic examination should always 
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precede surgery of the stomach following a previ- 
ous operation. 


In both gastric and duodenal ulcers the associ- 
ated gastritis, which may seriously modify the med- 
ical or surgical management of the patient, is best 
studied by gastroscopy. Gastric ulcers not previ- 
ously suspected have been demonstrated by gas- 
troscopy. The gross appearance of the lesion, 
whether clean and sharply defined as in benign 
ulcer, or dirty and irregular as in malignant ul- 
cer, and its response to treatment are points of 
very great importance that should be studied by 
gastroscopy. 


Gastroscopy is of value in the diagnosis of car- 
cinoma in determining its location and extent,. 
and in differentiating benign and malignant le- 
sions. 


REFERENCES 


Schindler, R.: Ein vollig ungefahrliches flexibles Gastroskop. 
med. Wehnschr. 79:1268, 1932. 

Benedict, E. B.: Examination of the stomach by means of a flexible 
gastroscope: a preliminary report. New Eng. ]. Med. 210:669-674, 


— 


Miinchen, 


ad 


1934. 
Schindler, R.: Gastroscopy: The endoscopic study of gastric pathology. 
pp. Chicago: University of Chicago Press, 1937. 
Henning, N.: Die Entztindung des Magens. 235 pp. Leipzig: Barth, 
1934 


Benedict, E. B.: Chronic gastritis: a clinical discussion based on 
gastroscopic examination. New Eng. ]. Med. 212:468-472, 1935. 

Idem: Hemorrhage from gastritis: gastroscopic study. Am. ]. Digest. 
Dis. & Nutrition 4:657-664, 1937 

. Schindler, R.: The value of gastroscopy in diagnosis and surgical 
treatment of chronic gastroduodenal ulcer. Surgery 2:692-709, 1937. 

Benedict, E. B.: Gastroscopic observations in neoplasm. New Eng.. 
]. Med. 214:563-566, 1936. 


SURGERY OF THE STOMACH* 
Artuur W. ALLEN, M.D.7 


BOSTON 


of the stomach requiring surgical 
intervention fall into two large classes. Those 
of a primarily benign nature include simple ulcer, 
gastrojejunal or anastomotic ulcer, gastrojejuno- 
colic fistula, polyposis, leiomyoma, gastritis and 
syphilis. The malignant disorders are carcinoma, 
sarcoma and lymphoma. It is sometimes impos- 
sible to be certain of the diagnosis by our present 
methods of study. The roentgenologist and gas- 
troscopist, however, have narrowed this doubt- 
ful group materially during the last few years. At 
times the surgeon cannot be sure of the exact char- 
acter of the tumor at the operating table without 
the aid of a pathologist. A frozen section, how- 
ever, is not always feasible, since one hesitates to 
examine the main growth by biopsy. This makes 
it necessary to assume malignancy in any lesion 
under suspicion and to proceed with a wide re- 
section. 


*From the Surgical Departmert, Massachusetts General Hospital, Boston. 


tLecturer in surgery, Harvard Medical School; chief of the Fast Surgical 
Service, Massachusetts General Hospital. 
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PREOPERATIVE PREPARATION 


Patients with surgical lesions of the stomach are 
likely to appear for treatment in a poor state of 
health; malnutrition, anemia and general debility 
are often present to an alarming degree. The very 
character of the ailment, whether it is due to a 
benign or a malignant condition, affects the most 
vital source of well-being. Ingestion and assimila- 
tion of proper food elements are essential to nor- 
mal physiology and biochemistry. Rarely does one 
find a patient with serious stomach disease who 
has been able to maintain an adequate diet up to 
the time of admission to the hospital. Thus it be- 
comes necessary to evaluate carefully the nutri- 
tional state, the fluid balance and the blood chem. 
ical findings of these patients and to correct 
their deficiencies so far as possible before sub- 
jecting them to a surgical operation. In _near- 
ly every case a few days, and in some cases a 
few weeks, of preoperative preparation reduces 
the operative morbidity and mortality to a notable 
extent. Many skillfully executed surgical proce- 
dures have failed owing to the lack of reasonably 
normal resistance to infection or to pulmonary se- 
quelae. The incidence of these complications can 
be materially lowered by restoration of a more 
normal chemical condition of the body, through 
the agencies of proper feeding, intravenous solu- 
tions and blood transfusions. If possible, one 
should not be content with combating anemia, fluid 
loss and protein deficiency by artificial methods 
alone. Laboratory findings may be within nor- 
mal limits after these preparatory steps, and the 
patient may appear to be a good operative risk. 
‘The retarded and gradual postoperative feedings 
reduce this preoperative level so rapidly that fail- 
ure may result in spite of heroic efforts. In cer- 
tain cases, one may be justified in establishing a 
preliminary jejunostomy for feeding, or occa- 
sionally planning some other two-stage procedure. 
‘The first operation is directed only toward the re- 
lief of obstruction. The early administration of 
food and vitamins soon after operation makes a 
complementary jejunostomy for feeding of great 
value. The importance of establishing normal 
means of nutrition through the gastrointestinal 
tract cannot be overemphasized. Elements that 
protect against the trauma of surgery with its sub- 
sequent pulmonary and local infection are more 
adequately distributed to the body cells from this 
source than through the intravenous feedings avail- 
able at present. 


ANESTHESIA 


A correct estimate of the anesthesia problem 
in gastric surgery is more important than it is 
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in many other fields. One needs relaxation to 
expose properly and correct adequately the situa- 
tion at hand. The high incidence of pulmonary 
complications from procedures in this area is well 
known. Whether one chooses iocal, high spinal or 
a general inhalation anesthetic, one cannot elimi- 
nate entirely the effect of these upper-abdominal 
surgical manipulations on the sympathetic nerv- 
ous system and on the movements of the dia- 
phragm. Splanchnic block, as advocated by Fin- 
sterer’ and modified by Ogilvie? and others, cer- 
tainly increases the ease of the operation and the 
comfort of the patient, and also seems to lower the 
incidence of postoperative pulmonary and abdom- 
inal complications. I use Ogilvie’s splanchnic 
needle and instill 60 cc. of 1 per cent novocain 
and 0.25 per cent quinine urea solution into the 
retroperitoneal tissues above the pancreas, between 
the aorta and the vena cava. Rienhoff* advocates 
the use of 100 cc. of 1:3000 Pontocaine solution 
for this purpose. Close attention to the details 
of local block of the abdominal wall and of the 
splanchnic area makes it possible in most cases 
to carry out a satisfactory gastrectomy without 
the addition of any inhalation anesthetic. Prelim- 
inary medication of % gr. of Pantopon one hour 
before operation is helpful. Neither more nor less 
of this drug, nor the use of other combinations ap- 
parently works so well. One needs a co-operative 
patient whose inhibitions have not been removed, 
and who is still sufficiently narcotized to bear com- 
fortably a tedious ordeal. With the unco-operative 
or restless patient, nitrous oxide and oxygen may 
be added. An intratracheal nitrous oxide, oxygen 
and ether mixture in a closed machine gives ideal 
control, but it has not been established that this 
method has lowered the incidence of postoperative 
pulmonary complications. Statistics have been com- 
piled to show that postoperative pneumonia was 
not reduced by local or spinal anesthesia on a mixed 
group of surgical patients.* The fallacy of such 
data is obvious when one considers that local anes- 
thesia was used mainly on the poor-risk patients. 
The comparative freedom from postoperative com- 
plications in a small group of patients on whom 
local and splanchnic block anesthesia has been suc- 
cessfully carried out is striking. The technic is 
at first troublesome and tedious. Considerable 
practice is required to be reasonably certain of a 
smooth, painless procedure. 

There certainly is less strain on the surgeon when 
anesthesia can be delegated to another. It is hoped 
that time will prove that spinal anesthesia with 
one of the longer-acting drugs, such as Nupercaine 
or Pontocaine, will be as safe for the patient as is 
local and splanchnic block. So far, my experience 
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with spinal anesthesia for gastric surgery has been 
unsatisfactory; supplementary inhalation or Evipal 
anesthesia has been necessary in most cases. The 
deep narcosis produced by large doses of morphine 
and scopolamine, added to barbiturates prelimina- 
ry to spinal anesthesia and used by some surgeons, 
seems rather hazardous. One wonders whether 
patients can tolerate so many drugs with sufh- 
cient regularity to warrant their use. Each sur- 
geon must work out for himself the type of anes- 
thesia that he can use with the greatest satisfac- 
tion. I certainly admit that there is a variety of 
choices. Since one third of the failures at the 
Massachusetts General Hospital have been due to 
pulmonary complications, it is necessary to attempt 
to meet this situation the best way one can. I be- 
lieve that the anesthetic plays a greater role in 
postoperative pneumonia and pulmonary collapse 
than does any other single feature connected with 
the operation and convalescence. In districts where 
pulmonary complications are rare, the anesthesia 
problem does not seem to exist. There is also a 
marked variation in the experience of surgeons prac- 
ticing in zones where pulmonary sequelae are 
common. This is better understood when one con- 
siders factors pertaining to the selection of patients 
for operation as well as the circumstances and 
surroundings in which one works. 


BENIGN LEsIONS 


Ulcer is by far the commonest benign lesion of 
the stomach that requires surgical interference, al- 
though conservative treatment has effectively kept 
the majority of patients with this ailment in a 
reasonably good state of health. One must bear 
in mind that an ulcer may appear innocent by the 
various methods of study available and still be ma- 
lignant. Such a patient must be kept under close 
supervision. Bed rest and a strict bland diet are 
essential for cure. X-ray examinations must be 
made as often as every three weeks until the ulcer 
is completely healed. Too often the clinician has 
been encouraged by the early loss of symptoms and 
an appearance by fluoroscopy that the ulcer is 
growing smaller. The patient under these cir- 
cumstances may be discharged, to return in three 
months or later, at which time the lesion is found 
to be definitely malignant. Thus the opportunity 
for surgical cure may be lost. It has been shown 
that all those patients with cancer in situ have 
lived five or more years after surgical resec- 
tion.’ One must be particularly suspicious of any 
ulceration, however small, in the immediate pre- 
pyloric region, since rarely does one find benign 
ulcer in this location. This is also true of ulcers of 
the fundus of the stomach. On the other hand, 
ulcerations of the lesser curvature are benign in 
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two thirds of the cases. This being the most fre- 
quent location for such a lesion, the impression is 
given that all ulcerative processes within the stom- 
ach may be considered benign until proved other- 
wise. The exact reverse of this attitude is the cor- 
rect one to take, and no ulcer in such a situation 
should be lost sight of until the lesion has been 
proved benign. 


In spite of the most careful conservative meas- 
ures, some of these ulcers heal slowly or not at all, 
or have a distinct tendency to recur with little prov- 
ocation. A certain number bleed profusely and 
suddenly as a large blood vessel becomes eroded. 
As in duodenal ulcer, these patients usually stop 
bleeding spontaneously on conservative measures if 
their blood vessels are young enough to allow the 
formation of a firm thrombosis. So rarely do pa- 
tients under fifty years of age succumb to hemor- 
rhage that one is always justified in treating this 
age group conservatively. In those in or beyond 
the fifth decade of life, one must be prepared to at- 
tack the source of the bleeding surgically. If one 
is going to rescue such an individual, one must 
make one’s decision and proceed with surgery with- 
in forty-eight hours after the onset of bleeding. If 
one treats conservatively by bed rest and repeated 
transfusions until the patient has lost from his 
body cells those elements that can be replaced only 
by the absorption of food from the gastrointestinal 
tract, and then attempts to operate on him, the 
chance of success will be very poor. It is safe to say 
that such a patient with repeated bursts of bleed- 
ing, who has been kept alive for a week or more 
by transfusions, will have a better chance for re- 
covery without surgical intervention. The opera- 
tion may proceed well, and with plenty of blood 
transfusions the patient may appear to be in good 
condition afterward. His depleted state, however, 
makes the development of pulmonary complica- 
tions and intra-abdominal infection most likely. If, 
on the other hand, a patient with acute massive 
hemorrhage who is otherwise in reasonably good 
health for his age is immediately hospitalized, the 
first step toward success has been achieved. By 
the blood count and hemoglobin determinations, 
the rate of the pulse and the height of the blood 
pressure, one can determine what to do next. The 
shock accompanying the first blood loss may pass 
quickly, and if the systolic blood pressure is above 
70, blood transfusion should be withheld, since Na- 
ture is attempting to close the open vessel by clot 
formation and vessel constriction. Frequently an 
early transfusion, especially if given rapidly, will 
elevate the blood pressure and blow out the freshly 
formed thrombus. However, matched citrated 
blood must be prepared and kept in readiness in 
the refrigerator, and be used without delay if there 
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is evidence by collapse and lowered blood pressure 
that hemorrhage is continuing or that there has 
been a new burst of bleeding. If the patient does 
well and shows no further sign of active bleeding 
within forty-eight hours, a conservative regimen 
may be continued. If, however, bleeding continues 
or recurs within this time limit, one may assume 
that one’s older patient can be given a better chance 
for recovery by operation. In my own cases, I 
have found that one third of the patients beyond 
the age of fifty bleed to death from an ulcer that 
bleeds acutely and massively. If operation is under- 
taken in an orderly fashion on such patients within 
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upper posterior wall but has rarely become fixed to 
the pancreas, as it almost invariably does in the 
same type of ulcer in the duodenum. The eroded 
vessel is a branch of the left gastric artery. It is 
very difficult in the mobilized stomach to isolate 
and ligate these vessels above the lesser curvature 
when there is a penetrating ulcer. The safest pro- 
cedure is to control the bleeding by tamponade 
while the duodenum and antrum are freed. An 
effective method of controlling the bleeding dur- 
ing the first part of the operation is that of having 
a second assistant keep firm pressure with his index 
finger on the ulcer through the anterior wall of 


Wass 


Method of Exposure of Left Gastric aati in Acute 


Massive Hemorrhage from Gastric Ulcer 


Blood loss from the ulcer can be effectively controlled by an 
assistant while the stomach is being mobilized. 


forty-eight hours after the onset of hemorrhage, 
the mortality is little if any higher than it is in 
gastric resection at a time of election. 

The best method of attack on gastric ulcer with 
acute bleeding is a well-planned subtotal gastrec- 
tomy. Gastrotomy and a direct attack on the 
bleeding point by cauterization or deep sutures will 
control the hemorrhage temporarily. Success of 
longer than temporary duration by this method 
can be attributed to Nature’s own resources rather 
than to the operation. If one looks back on any 
successful outcome by such a maneuver, one will 
find that one has operated on a patient in the age 
group where spontaneous recovery could have 
been expected or on a patient with a small, shallow 
ulcer that has not eroded a large vessel or has been 
unusually fortunate. The reason for an indirect 
attack is sound when one takes into consideration 
the vessel involved. The ulcer is always on the 
lesser curvature; it may have extended to the 


the stomach (Fig. 1). After the distal end of the 
stomach and greater curvature have been freed and 
turned upward, it is a simple matter to locate and 
ligate the left gastric vessels. Transection of the 
stomach above the ulcer is then accomplished be- 
tween clamps (Fig. 2). 

Continuity between the stomach and the intes- 
tine is best accomplished by gastrojejunostomy, 
since the resection should be high enough to in- 
clude a large proportion of the acid-secreting cells 
in the fundus. The pylorus should also be re- 
moved in order to eliminate the cells of acid excita- 
tion. To perform a resection for ulcer, conserva- 
tive enough to allow the Billroth I gastroduode- 
nostomy, is to take unnecessary risks toward the 
development of future ulcerations. I prefer a short- 
loop posterior Polya type of anastomosis, which 
has given such uniform success that it seems to 
constitute a satisfactory method. In secondary 
ulcerations where the primary operation had been 
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made through the mesentery of the colon, I prefer 
to accept the disadvantages of a long-loop anterior 
anastomosis, rather than to subject the new suture 
line to the scar formation that would be produced 
by the ragged and traumatized opening in the 
mesentery. The convalescence at the start may be 
satisfactory, and it is easier to locate in case of the 
need of further intervention, but these patients in 
my experience are prone to have a sensation of 
heaviness and discomfort, with a tendency to re- 
gurgitate duodenal contents until they learn the 
secret of diet, posture and gravity. One could 
eliminate many of these early objections by doing 
an enteroenterostomy between the proximal and 


Figure 2. Specimen of Stomach Successfully Removed for 
Acute Bleeding Ulcer of the Lesser Curvature. 


The open eroded vessel can be seen near the left 
margin of the ulcer crater. 


distal loops of the jejunum, and when this type of 
anastomosis is necessary in patients with cancer of 
the stomach, I invariably add this maneuver. In 
the patient with ulcer, however, enteroenterostomy 
should never be used, since it has been demonstrat- 
ed by animal experiments and clinical experience 
that this is an ideal situation for the formation of 
anastomotic ulcer. In gastrectomy for all stomach 
lesions except those near the pylorus one will find 
the procedure simplified if the duodenum is freed 
and transected as the first step in the resection. The 
added exposure and control of the gastric segment 
make logical this reverse process to resection for 
duodenal and pyloric lesions. 
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Conservative operations for gastric ulcerations 
have been advocated. These include pyloroplasty 
with excision of a low anterior wall ulcer; pylorec- 
tomy or partial gastrectomy that includes only the 
ulcer area; V-shaped excision with gastroenteros- 
tomy; gastrotomy with cauterization and suture of 
the ulcer with gastroenterostomy; sleeve resection 
for ulcers of the pars media; and, in the earlier 
days, simple gastrojejunostomy or gastroduodenos- 
tomy. All these measures have produced success- 
ful results in the past. Most surgeons now be- 
lieve that ulcers which will respond to such meth- 
ods of treatment are also likely to do well on a 
conservative medical regimen. Also, one is not 
sufficiently satisfied concerning the question of 
malignancy until the pathologist has made sections 
from all parts of the lesion. One is often surprised 
to find that one’s wide resection for a supposedly 
benign ulcer has been a happy choice since cancer 
cells are reported to be present. 


In stomal ulcers, I believe that subtotal gastrec- 
tomy is the operation of choice. By this is meant 
a resection of two thirds to three fourths of the 
stomach. Often it is necessary to resect a segment 
of jejunum about the old anastomosis. This may 
be tedious, and the anastomosis between the divid- 
ed ends should be the next step in the procedure. 
If the patient is bearing the operation well, one 
may proceed with the thenceforth simple gastrec- 
tomy. If the patient is a poor risk or is not stand- 
ing the operation well, it is best to resect the old 
stoma in the wall of the stomach and leave the 
gastrectomy to a later date. One must be on guard 
lest the patient had his pylorus transected and su- 
tured at the time of his gastrojejunostomy, since 
there was at one time a marked preference for this 
procedure of von Eiselsberg.® 


In gastrojejunocolic fistula, one meets a situation 
demanding a great deal of care and thought. These 
patients are usually in a poor state of nutrition. 
Often a prolonged period of rest and diet will get 
them into a suitable state for surgery. A prelimi- 
nary jejunostomy for feeding solves the problem 
adequately and should be used more often. Pfeiffer‘ 
conceived the idea that the malnutrition was due 
to the emptying of colonic contents into the stom- 
ach rather than to the loss of food directly into the 
colon. Therefore he performed a right colostomy 
on 3 such patients, and found that they all gained 
weight and became good operative risks in a few 
months. He was also agreeably surprised to find 
at the second operation that the inflammatory reac- 
tion about the stoma had apparently been greatly 
reduced. Lahey® has accomplished the same pur- 
pose by a preliminary ileosigmoidostomy. I° have 
advocated an aseptic resection of the fistula and in 
7 consecutive cases have lost only 1 patient, and 
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that from pneumonia. Doubtless a preliminary 
operation of diverting the fecal stream will make 
the resection of the stoma safer, and with the lack 
of contamination one might proceed with sub- 
total gastrectomy at the same time. If the fistula 
alone is resected and normal continuity is restored, 


Ficure 3. Multiple Benign Polyps of the Stomach 
Requiring Subtotal Gastrectomy. 


An additional polyp was removed with the cautery 
from the remaining proximal stomach segment prior to 
restoration of continuity. 


the patient will almost invariably reactivate his 
original duodenal ulcer. Thus, whatever proce- 
dures are carried out, the final one should include 
an elimination of that part of the stomach from 
the junction of the proximal and middle thirds, to 
and including the first portion of the duodenum. 
I am coming to believe that, if one is tempted to 
utilize the Finsterer’® resection for exclusion oper- 
ation for duodenal ulcer, Bancroft’s'! modification 
of removing the mucosa of the remaining distal 
segment of stomach should be included. The ac- 
tivating cells in the antrum are likely to overstim- 
ulate the remaining acid cells in the proximal 
third of the stomach, with resulting recurrence of 
ulcer at or above the anastomosis. 

Polyps of the stomach, like those elsewhere in 
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the gastrointestinal tract, are prone to become ma- 
lignant. Benedict and Allen’’ found that 41 per 
cent of the gastric polyps at the Massachusetts Gen- 
eral Hospital had degenerated into cancer. It is 
therefore rational to subject a patient with gastric 
polyps to surgery. Usually these lesions are mul- 
tiple, and when such is the case one should resect 
the portion of the stomach involved. This may 
mean the distal third or distal half only, but occa- 
sionally the procedure necessitates a very radical sub- 
total resection (Fig. 3). If the polyps are single 
they may have a long stalk, and the tumor may be 
located where it can occlude the pylorus intermit- 
tently. In cases where there is a single peduncu- 
lated polyp or a few such lesions not far apart, one 
may eliminate them by opening the anterior stom- 
ach wall and attacking the tumors separately. It 
is always wise to clamp the base of the stalk well 


Ficure 4. Single Polyp of the Stomach Removed with 
Actual Cautery Through a Gastrostomy Opening. 


into normal mucosa and to remove the lesion with 
the actual cautery (Fig. 4). If such a polyp is can- 
cerous it is apt to be of a low grade of malignancy, 
and although the cancer cells rarely extend into the 
base of a pedunculated polyp, excision with the 
cautery gives added assurance that no malignant 
cells have been left behind. 

Leiomyoma of the stomach gives the roentgenol- 
ogist a characteristic picture. The rounded, mound- 
like smooth tumor with a central depression makes 
the diagnosis unmistakable. Most of these pa- 
tients seek advice on account of profuse bleeding. 
They are usually referred with the diagnosis of 
ulcer or cancer. They have rarely had gastric dis- 
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tress from food, emotion or fatigue. The hemor- 
rhage is prone to be sudden and profuse, owing to 
an erosion of the central part of the tumor into a 
nearby blood vessel. Fatal bleeding occurred in 1 
out of every 4 of such cases admitted to the Mass- 
achusetts General Hospital in the ten-year period, 
1923-1932. In 1 of these patients the lesion, which 
was located in the pars media, was eliminated by 
a sleeve resection (Fig. 5). In 2 others it was pos- 


Ficure 5. Typical Leiomyoma of the Stomach. 


Note the mound-like appearance with the broad base. 
The dark spot in the center represents a crater which led 
to an exposed vessel from which profuse hemorrhage 
had taken place. 


sible to remove the tumor with the actual cautery 
through a gastrotomy; these lesions were high and 
near the cardia, and were fortunately smaller than 
the others in the group. In all the other cases that 
were operated on, it was necessary to resect a seg- 
ment of the stomach in order to obtain a satisfac- 
tory margin of normal tissue. These tumors are 
usually benign, and complete local excision results 
in cure. 

Gastritis of the hypertrophic type is appearing 
in the records of the Massachusetts General Hos- 
pital much more frequently than it was a few years 
ago. This has been brought about by better x-ray 
methods and by the use of the gastroscope. Bene- 
dict™® has shown that the diagnosis can be made 
by gastroscopy in cases where the roentgenologist 
is in doubt. I am sure that many of the distress- 
ing symptoms associated with ulcer are due to the 
accompanying gastritis. There are, however, many 
patients who have no demonstrable ulceration but 
have a marked hypertrophic gastritis. One of the 
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chief sources of difficulty in such a case is repeated 
profuse bleeding, while other patients bleed more 
or less gradually and over long periods of time. 
By far the majority of such cases respond well to 
a conservative regimen. This includes not only 
proper dietary measures but rest, freedom from 
worry and abstinence from alcohol and tobacco. 
Also, the water-soluble vitamins may play a role 
in recovery. The marked hemorrhagic tendencies 
which these patients have make me think that 
they should all have the blood-prothrombin level 
determined, and that, if it is found to be low, 
vitamin K should be given a trial. In patients 
who have periods of bleeding from gastritis, due 
to faulty mechanics of previous surgery, radical op- 
eration offers the most practical means of restor- 
ing them to health (Fig. 6). It is my belief that 
one rarely meets a situation where gastritis alone 
warrants surgical intervention. If such a patient 
is invalided and needs to earn a livelihood, and 


Ficure 6. Subtotal Gastrectomy for Repeated Episodes of 
Bleeding from Gastritis. 


Pylorectomy, with a Billroth Il operation, had been 
done ten years previously. 


cannot for mental, social or economic reasons main- 
tain comfort, he should be given the benefit of a 
subtotal gastrectomy. The relief obtained in pa- 
tients who have this operation for a small ulcer 
associated with extensive gastritis makes me think 
that the operation is occasionally justified for gas- 
tritis alone. 


Syphilis of the stomach may be intractable to 
medical treatment. Also, it is not always pos- 
sible to be certain that the lesion is not cancer. 
Therefore, occasionally the surgeon is consulted 
in such cases. Usually one operates under the im- 
pression that the lesion is malignant, and finds 
the true diagnosis only with the aid of the path- 
ologist. If the lesion persists in spite of adequate 
antisyphilitic treatment, the clinician begins to 
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suspect that cancer is the cause. If one could 
be sure that one were dealing with a gumma and 
thought that resection was the best method of 
making the patient comfortable, a less radical op- 
eration would be done. In the doubtful cases, 
however, one proceeds with a radical excision, 
including the involved lymph nodes. A _ positive 
Wassermann or Hinton test does not exclude a 
diagnosis of cancer of the stomach. 


MALIGNANT LEsIoNns 


The statistics of the United States Public Health 
Service'’ for 1936 report 27,241 deaths from can- 
cer of the stomach in the United States. This 
represented approximately 19 per cent of all the 
deaths from cancer reported. In all likelihood 
these figures do not give an exact picture of the 
situation, since doubtless many deaths from can- 
cer of the stomach are attributed to other causes. 
They are of importance, however, from a com- 
parative viewpoint, and show that more people 
die of cancer of the stomach in the United States 
than from any other form of malignant disease. 
Livingston and Pack’® have recently published 
a most interesting monograph with much valuable 
data on cancer of the stomach. 

According to Parsons and Welch,’*® during the 
years 1927 to 1936, 691 patients with cancer of 
the stomach were admitted to the Massachusetts 
General Hospital; of these, only 441 were offered 
and accepted surgical treatment. In the remain- 
ing number the disease was found to be so far 
advanced that nothing could be done for them. 
In addition to physical findings of distant nodes, 
usually demonstrated by rectal or pelvic examina- 
tion, one now has the aid of peritoneoscopy in 
determining the inoperability of intra-abdominal 
lesions. Since there is a high mortality from ex- 
ploratory laparotomy in far-advanced cases of can- 
cer of the stomach, one welcomes this simple 
and effective means of eliminating unnecessary op- 
erations. Benedict’’ has been able to determine 
the operability in approximately 90 per cent of 
the doubtful cases subjected to peritoneoscopy. It 
is easy to ascertain the presence of peritoneal im- 
plants and liver metastases by direct vision, but 
impossible to be sure always of pancreatic in- 
volvement and fixation. 

Of the 441 patients subjected to operation in 
this group, 171 were considered resectable, and 
25 per cent of these failed to leave the hospital 
alive; 143 were simply explored, and 15 per cent 
of these died; 127 were given the benefit of a 
palliative operation, with a mortality of 25 per 
cent. In the resected cases, 21 per cent of the 
patients were alive at the end of five years. Ex- 
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cluding the postoperative deaths, there were 32 
per cent of five-year cures. In the five-year sur- 
vivals, it is interesting to note that the earlier 
the lesion the higher the chance of cure, but those 
patients with symptoms of six months or less were 
found in a much less favorable condition than were 
those with symptoms for a year or more. All 
the patients with carcinoma in situ and 62 per 
cent of those whose nodes were not involved lived 
for five years or more. Only 16 per cent of those 
with nodal involvement and 8 per cent of those 
with fixation of the tumor to other structures 
lived for five years or more. 


Parsons'* reported on the cases of carcinoma 
of the stomach entering the Massachusetts Gen- 
eral Hospital from 1922 to 1926. In comparing 
his figures with the more recent ones, we find 
that there has been an increase of resectability 
from 27 to 37 per cent, and that the operative 
mortality has been reduced from 38 to 25 per cent. 
Although this means a greater number of such 
patients alive at the end of a five-year period, 
the actual percentage of cures by operation was 
unchanged. In other words, the better diagnostic 
and educational methods accounting for a greater 
number of early cases have been offset by the 
increasing tendency on the part of the surgeon 
to attempt extirpation of the advanced lesion. 


Surgery is the only form of treatment that has 
so far been found effective against this disease. 
Therefore one must bear in mind the possibility 
of this common ailment, and make diagnoses early 
enough to increase the number of cures. Ulcera- 
tive lesions of the stomach must be most carefully 
studied and closely followed. If the tendency to 
advise surgery in a doubtful benign ulcer should 
become more prevalent, it would in my opinion 
result in a greater number of lives spared from 
malignant disease of the stomach. Authorities 
vary in their opinion concerning the development 
of cancer in a benign ulcer. It must occur in 
a certain number of cases, and the percentage is 
probably greater than the operative mortality of 
partial gastrectomy for an early lesion. 


Resection for cancer should be undertaken with 
every safeguard for the patient, and should be 
planned in such a manner that not only the pri- 
mary lesion but also the nodal areas are included. 
I have adopted the method of freeing the great 
omentum from the transverse colon, and thus re- 
moving lymph nodes that were heretofore left be- 
hind. In most cases this actually simplifies the 
procedure, since one can control the blood supply 
of the whole greater curvature by two principal 
ligatures on the gastroepiploic vessels. After the 
omentum is freed the duodenum is transected and 
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the left gastric vessels can then be ligated near 
their source, thus removing the nodes of this en- 
tire area. The stomach should be sectioned be- 
tween clamps well above the involved area. If 
clamps are not used, there is an unnecessary 
amount of soiling from the infected contents of 
the stomach. Unlike ulcer cases, these cases with 
malignant disease of the stomach show little or 
no hydrochloric acid, and therefore virulent micro- 
organisms are usually present. One may try to 
sterilize such a stomach before operation by wash- 
ings with dilute hydrochloric acid or by the ad- 
ministration of sulfanilamide. It has been my ex- 
perience, however, that there is little evidence to 
support the efficacy of such procedures. The anas- 
tomosis of the remaining segment of stomach 
should be made to the jejunum, since rarely will 
an adequate resection leave a suitable amount for 
anastomosis to the duodenum. The posterior Polya 
short-loop anastomosis is advised if there are no 
technical reasons against it in any specific case. If 
there remains a short high segment of stomach and 
there has been some trauma to the transverse meso- 
colon during the dissection, it is then better to do a 
long-loop anticolic anastomosis. Only in the can- 
cer cases can enteroenterostomy between the long 
proximal and distal limbs of the jejunum be ad- 
vised. This procedure makes the convalescence 
easier and eliminates the discomfort of a full duo- 
denum after eating, as well as the disagreeable re- 
gurgitation of bile on lying down that many of 
these patients have. A jejunostomy for feeding is 
well worth while in these depleted patients. 
Through this one can administer fluid, food and 
vitamins within forty-eight hours after the opera- 
tion. Syphonage from the stomach, if there is any 
amount over a period of days, can be added to 
the feedings. The patient can thus be kept nour- 


ished until he is able to take an adequate diet by — 


mouth (Fig. 7). The Levine tube is left within 
the remaining segment of stomach until all physi- 
ologic ileus has passed, and until one is sure that 
secretions and food are passing down through the 
intestinal tract. This may be a matter of several 
days; usually however, the tube can be removed 
within three or four days. 

Occasionally one finds it necessary to include a 
segment of the transverse colon in the resection, 
owing to involvement by direct extension or to 
interference with its blood supply. In such cases 
I have usually proceeded with a primary aseptic 
end-to-end anastomosis of the viable bowel ends, 
adding a complementary cecostomy. Although 
many patients withstand this procedure well, it is 
my belief that there would be less risk by not pro- 
longing the operation to this extent. One might 
be content simply to bring the bowel ends out 
through the abdominal wall with the clamps still 
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in place. It would usually be possible to free the 
flexures of the colon and suture the two limbs to- 
gether, leaving a segment at each end, to be sep- 
arated slightly by abdominal wall sutured between 
them. This would allow the crushing of the spur 
within the peritoneal cavity at a later date, as ad- 


Figure 7. Radical Subtotal Gastrectomy for Cancer. 


The omentum has been removed. The remaining 
segment of the stomach is too small and too high for 
satisfactory anastomosis through the mesocolon. The 
two limbs of the long-loop anticolic anastomosis are 
joined by an enteroenterostomy. Complementary jeju- 
nostomy for early feeding is an added safeguard. 


vocated by Devine’® in his defunctioning colos- 
tomy. 

One may find the tumor fixed to the pancreas. 
I have frequently removed such attachments with 
the cautery without mishap. However, attempts 
in 3 successive cases to extirpate a large segment 
of the body of the pancreas with the entire stom- 
ach have failed —in 2 cases owing to subsequent 
pancreatitis and in 1 to pneumonia. A proper sys- 
tem of drainage of the pancreas in such a case 
might result successfully. 

Surgeons at the Massachusetts General Hospital 
have now extirpated the entire stomach in 39 cases. 
All these operations were for cancer, except in 2 
cases, in one of which it was for lymphoma and in 
the other for a large benign ulcer which was 
thought to be malignant. The operative mortality 
has remained at about 50 per cent. One patient 
lived four years and eight months after operation, 
and was well and able to work at his regular occu- 
pation for most of this time. Respites of varying 
intervals rewarded the others, and all were spared 
the very disagreeable slow starvation with persist- 
ent nausea that awaits the inoperable patient. The 
technic of the procedure has been previously de- 
scribed.*® It has been changed very little, other 
than to include the whole omentum in the resec- 
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tion. The added support of the jejunal loop gained 
by suturing it to the diaphragm about the end-to- 
side esophagojejunal anastomosis has been most 
satisfactory. Suction, maintained from above 
through a Levine tube lying at the open end of 
the esophagus, has reduced the incidence of infec- 
tion. A large enteroenterostomy between the two 
limbs of the jejunal loop has increased the comfort 
and safety of the operation, allowing this loop to 
function more or less like a new stomach. A jeju- 
nostomy for feeding has made it possible to sustain 
these patients satisfactorily until an adequate diet 
can be taken by mouth. The smoothness of con- 
valescence in most of these cases is remarkable. 

Palliative operations for carcinoma of the stom- 
ach are disappointing. In fact, a palliative gastro- 
enterostomy adds little if anything to the pa- 
tient’s comfort, because it does not relieve the 
persistent nausea or distaste for food and rarely 
prolongs life to any extent. The best palliative 
procedure is the exclusion operation of Devine” 
(Fig. 8). This is possible in certain growths in- 
volving the lower half of the stomach but so fixed 
to the liver and pancreas as to make resection 
impossible. If one can transect the stomach through 
healthy tissue above the growth, turn in the dis- 
tal segment and anastomose the normal proximal 
portion to the jejunum, the patient will get relief 
of his symptoms. He will often gain weight and 
obtain a respite of several months. Palliative 
jejunostomy for feeding is hardly justifiable, in 
that the symptoms produced by the lesion in the 
stomach persist, and rarely can a patient be im- 
proved in strength and happiness by such a pro- 
cedure. 

Lymphoma, sarcoma and leiomyosarcoma of the 
stomach should be treated by resection when fea- 
sible, since these tumors are often slow-growing 
and long periods of health and comfort may be ob- 
tained. In cases of lymphoma, postoperative x-ray 
therapy is indicated; some of these patients have 
been kept working at their regular occupations 
for several years by this combined attack. A sec- 
ond resection of the recurrence is not rewarded 
by the same respite as that gained by the first 
procedure, as apparently the host’s natural re- 
sistance against the disease finally breaks down. 
Radiation has apparently less effect in the later re- 
currences, after repeated attempts at retardation 
have been made by this method of treatment. 


SUMMARY AND CONCLUSIONS 


Ulcerative lesions of the stomach should be 
looked on as malignant until proved benign. This 
means careful treatment, often repeated roentgeno- 
grams and very close observation until the lesion 
is healed. 
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Polyps of the stomach must be considered as 
pre-cancerous lesions and extirpated. 

Leiomyomas should be resected with a wide 
margin as soon as the diagnosis is established. 
Massive hemorrhage is apt to be the first symptom 


Ficure 8. Transection for Exclusion of Lesion Too 
Invasive for Resection. 


This ts also a good method of dividing the operation 
into two stages in a poor risk patient. 


unless the lesion encroaches on the cardia or the 
pylorus. 


Hypertrophic gastritis rarely causes sufficient dis- 
ability to warrant surgical intervention. 

Carcinoma of the stomach is a commoner cause 
of death than any other form of cancer in this 
country. Surgery is the only means of cure at 
this time. Early diagnosis should be the ambition 
of every clinician. The earlier the lesion, the lower 
the operative mortality and the greater the chance 
of cure. 


264 Beacon Street. 
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SURGERY OF THE DUODENUM* 
Frank H. Laney, M.D.t+ 
BOSTON 


i DISCUSSING surgery of the duodenum the 
subject of cancer does not have to be considered 
as it does in other portions of the intestinal tract, 
since the incidence of carcinoma of the duodenum 
is reported as 1 in 31,000 autopsies from the Gen- 
eral Hospital in Vienna. The essential subject, I 
think, for me to discuss is that of duodenal ulcer 
because it represents the commonest, the most dis- 
tressing and the most serious duodenal lesion. 


Since one must draw deductions largely from 
his own personal experiences, it is of importance 
to present figures representing our experience at 
the Lahey Clinic with this lesion. The clinic has 
now managed, in bed in hospitals, 3670 patients 
with duodenal ulcers. It is important in discussing 
surgery of the duodenum to state that of this num- 
ber only 8.2 per cent were submitted to operation. 
These figures are interesting in that they indicate 
a change from our former attitude regarding the 
incidence of surgery in duodenal ulcer. 


*From the Department of Surgery, Lahey Clinic, Boston. 


+Surgeon-in-chief, New England Deaconess and New England Baptist 
hospitals; director, Lahey Clinic, Boston, 
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Although we have operated on only 8.2 per cent 
of the patients with duodenal ulcers, this does not 
by any means indicate that all the others are en- 
tirely well. It does mean, however, that they are 
so well that there is no urgent demand for opera- 
tion. They are not suffering from recurrent hem- 
orrhage, the ulcer has not perforated, they are not 
suffering from pyloric obstruction. Neither are 
they bothered by symptoms sufficient to interfere 
with their daily enjoyment of life. The patients. 
who had incapacitating symptoms constitute the 
8.2 per cent who were operated on. 

Our change in attitude within the last few years. 
regarding the type of operation is also of interest. 
Previous to 1930 we did three resections to every 
seven conservative operations in all types of ulcer, 
gastric and duodenal. Today in duodenal ulcers 
alone we do seven resections in contradistinction 
to every three conservative operations. It can be 
seen that in the last ten years the figures as to con- 
servative and radical operation have been com- 
pletely reversed. 

We do not disagree with the statement already 
made at this meeting. We believe that when men 
have had enough experience with this lesion, or 
for that matter with almost any other, there may 
be minor differences of opinion regarding the 
management of lesions, but not major differences. 
about their general management. Therefore, I 
agree with practically everything that Dr. Jones. 
has said. 

I know of nothing which has been of greater 
value to us in the care of patients with peptic ulcer 
than medical opinions concerning preoperative 
preparation and the separation of cases into those 
desirable for surgery and those not requiring sur- 
gery, through a trial of medical management and 
not through primary surgical selection. 


I agree with Dr. Jones that gastroenterostomy is. 
not a desirable operation. I have repeatedly writ- 
ten and firmly believe that this is not an operation 
that should be applied routinely to patients with 
duodenal ulcer. On the other hand, I also agree 
with him that if the patient is a bad risk it is bet- 
ter to have him alive with a gastroenterostomy, 
even if the incidence of a subsequent gastrojejunal 
ulcer is, as we believe it to be, 16 per cent, than to 
submit him to a more ideal operative procedure 
that has a hazard, in cases not acceptable for par- 
tial gastrectomy, which is altogether too great to be 
reasonably accepted. 

For that reason I feel strongly that the selection 
of the type of operation for duodenal ulcer must al- 
ways be made not in the terms advocated by so 
many European surgeons, namely 100 per cent gas- 
trectomies, but in terms of how well the individual 
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will stand the operative procedure. That can often 
be settled with finality only when the abdomen has 
been opened, when the lesion has been visualized, 
and when all the risks involved have been evalu- 
ated. For that reason my attitude toward the op- 
erative treatment of duodenal ulcer has always 
been, not that subtotal gastrectomy should be per- 
formed in every case, but that it should be em- 
ployed when it can be done with a reasonable risk. 
When this risk seems too high, some of the more 
conservative, even if less satisfactory, operative pro- 
cedures should be employed. 

As a result of our not inconsiderable experience 
with subtotal gastrectomy for peptic ulcer, — 296 
operated cases,—we have arrived at quite defi- 
nite convictions regarding the operative procedure. 
When we do a subtotal gastrectomy it is not a 
conservative operation, as will be seen in the illus- 
tration (Fig. 1). It includes the removal of three 


Ficure 1. Postoperative X-ray Film. 


This shows the small amount of stomach left after sub- 
total gastrectomy for ulcer. Note the satisfactory drain- 
age with Hofmeister anastomosis, also the complete 
absence of enteroenterostomy and that the contents of 
the proximal loop of the jejunum empty into the 
stomach for neutralization. 


fourths to four fifths of the stomach. When we 
perform subtotal gastrectomy for ulcer we do it for 
two reasons: to get rid of a large proportion of the 
acid-secreting glands, and to put back into the 
stomach by means of the anastomosed jejunum the 
alkaline jejunal contents. Both these factors are 
calculated to lower gastric acidity. As we have re- 
viewed our cases in terms of good results, we have 
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found that the patients who have the lowest values 
for acid, namely those with anacidity or values 
below 10 units, have had the best end results, the 
fewest recurrences of ulcer and the fewest digestive 
symptoms after operation. 

I have noticed in the literature, and have recently 
heard, a paper advocating limited pylorectomy for 
ulcer; this does not seem to me a sound procedure. 
I think that the accumulated evidence today indi- 
cates that, if subtotal gastrectomy is done for ulcer, 
it should be radical. It has been the experience of 
nearly everyone who has undertaken this operation 
that, with a limited experience, there was a tend- 
ency to do conservative resection, and that the 
end results in these cases were not so satisfactory 
as those in cases in which radical and high partial 
gastrectomy was done. 

I should like to make one or two points regard- 
ing the general management of duodenal ulcer. 

The first has to do with obstruction. We have, 
I am sure, made more mistakes, caused more un- 
necessary delay and incurred more expense for pa- 
tients in the matter of obstruction than in almost 
any other complication occurring in patients with 
duodenai ulcer. These patients can be put to bed, 
and under ideal conditions of rest and neutraliza- 
tion an obstructed pylorus can be so relaxed that 
food will pass through quite satisfactorily. When, 
however, they go back to work and are under stress 
and strain, and with the dietary conditions under 
which they must live, many of them still have re- 
currence of pyloric obstruction. Because of the fact 
that we have been able to make the pylorus drain 
satisfactorily under these ideal conditions, we have 
in the past, I am sure, occasionally unduly delayed 
an operative procedure which was probably neces- 
sary. 

Because of the above situation we have had to 
set up a definite plan, endeavoring thus to avoid 
unnecessary expense and delay. Patients who have 
had obstruction twice and been relieved under rest 
and neutralization,.should obstruction occur a third 
time under any condition, become candidates for 
surgery. This, we believe, is a fair and reasonably 
conservative approach to the problem of obstruc- 
tion, and one that tends to prevent unnecessary de- 
lay in its surgical management. 


The next question is that of perforation of a 
duodenal ulcer. One hears at times considerable 
discussion about technical measures for the man- 
agement of the ulcer itself at the time of perfora- 
tion. We feel very strongly that our obligation to 
a patient at a time when the ulcer perforates is 
to get him through alive. We do not recognize 
any obligation at this time to undertake procedures, 
such as subtotal gastrectomy, directed toward the 
removal of the ulcer and permanent cure of the 


4 
reg 
2. 
4 
‘ § 
= 
‘ 


446 


condition. From our experience with these cases, 
we believe that there are sound reasons for this. 
Not all patients with perforated duodenal ulcers 
can be operated on early enough so that the hazard 
to life itself from merely closing the ulcer is not 
considerable. We are fully convinced that one can- 
not add the risk of subtotal gastrectomy in the pres- 
ence of a perforated ulcer without materially in- 
creasing the mortality rate. In addition to that, 
many patients with perforated duodenal ulcers 
have never had a really adequate trial of medical 
management before the perforation occurred. 
Under these conditions one would subject a pa- 
tient to a major surgical procedure without being 
certain that the ulcer could not have been managed 
medically after the perforation had been closed. 
We are very sure that our first obligation is to save 
the patient’s life by simple closure of the ulcer, 
unless this produces obstruction. Our next obliga- 
tion is to determine by an adequate trial of medical 
management, after the patient has recovered from 
the perforation, whether the ulcer can be healed 
without operation. Then, should medical manage- 
ment fail, radical operation in the form of subtotal 
gastrectomy should be carried out, if the patient’s 
general condition and the location of the ulcer 
permit. 

The points regarding hemorrhage have been well 
brought out in this discussion. Most hemorrhages 
occur in duodenal ulcers because most ulcers are 
duodenal. We have had 9 cases of duodenal ulcer 
to 1 of gastric ulcer. It is, therefore, largely in 
this field that the problem of hemorrhage will 
be met. 

As to bleeding from a duodenal ulcer, there are 
two outstanding points. One is that if operation 
for hemorrhage is to be undertaken the decision 
must be made within the first forty-eight hours. 
The other is, of course, as has been so well demon- 
strated everywhere, that hemorrhage in patients 
over fifty years of age is more serious than that in 
younger patients. 

As regards the first position, it has been shown 
by Finsterer, Taylor and others, that if operation is 
performed on patients who are having massive re- 
curring hemorrhages from a duodenal ulcer after 
forty-eight hours, the mortality will be almost pro- 
hibitive. When patients have bled recurrently over 
a period of two days, even though they are repeat- 
edly given transfusions, they are in no condition to 
withstand major surgical procedures; as a matter 
of fact, they are usually operated on at this time 
as a last resort when they are in extremis. 

What one should do, therefore, is to make up 
one’s mind within forty-eight hours whether or 
not a given case is the occasional type of recurrent 
massive hemorrhage in which it is justifiable to 
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make an attempt at surgical control. I know of no 
place in surgery where greater judgment is neces- 
sary. This situation has the undesirable aspect of 
leaving the surgeon with a wish that he had not 
operated should a fatality occur, and a wish that 
he had operated should a fatality follow nonsurgi- 
cal intervention. The outstanding established fea- 
ture of this situation is, however, that the decision 
should be made within forty-eight hours. 

When Dr. Jones mentioned the fact that this 
was a technically difficult operation, he brought up 
a very important point, and one which is extremely 
difficult to discuss, particularly for anyone in my 
position. Nevertheless, for the sake of honesty and 
frankness this needs to be done. I know of no 
operative procedure that I have undertaken that 
has been harder to standardize, and in which it has 
been more difficult to lower the mortality —1 
death has occurred in our last 88 consecutive sub- 
total gastrectomies. There are so many surgeons 
today who are able to do subtotal gastrectomy for 
ulcer with a reasonable mortality that I am sure 
that if I stress the fact that to obtain low mortality 
rates with this procedure requires a large operative 
experience with this lesion, I shall not be thought 
unjustly critical. 

It is not the mere sewing that governs the mor- 
tality in this operative procedure. It is the man- 
agement of the ulcer itself, the detachment of the 
posterior wall ulcer from the head of the pancreas, 
the decision as to whether or not the ulcer is lo- 
cated so close to the entrance of the common bile 
duct into the duodenum that it cannot be success- 
fully removed. It is the ability to do sufficiently 
high resections of the stomach without permitting 
spilling and soiling from gastric contents. It is the 
technical management of oozing and bleeding in 
the head of the pancreas, and particularly the suc- 
cessful management of anesthesia. There are a 
great number of factors that bring about the mor- 
tality in subtotal gastrectomy. It is in my opinion 
an operation in which experience pays higher divi- 
dends than is true of almost any other operation 
with which I have dealt. 

I have listened with interest and well-deserved 
respect to Dr. Allen’s discussion of local anesthesia, 
and I am sure, basing my opinion on a consider- 
able experience with it, that it is not the best anes- 
thesia for subtotal gastrectomy. I have arrived at 
this conclusion only after having done a consider- 
able number of subtotal and total gastrectomies 
with local anesthesia, field block and splanchnic 
block. There is no doubt in my mind that this 
type of anesthesia is far superior to any obtained 
with the general anesthetics, such as ether, intra- 
tracheal ethylene and intratracheal cyclopropane. 
In our experience with 415 subtotal and total gas- 
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trectomies for ulcer and cancer we have employed 
all types of anesthesia, — ether anesthesia, regional 
and field block anesthesia, with the later addition 
of splanchnic block, the further addition of intra- 
tracheal cyclopropane and ethylene, together with 
regional anesthesia and splanchnic block. We have 
for the last four years performed all total and 
subtotal gastrectomies under 1: 1500 Nupercain spi- 
nal anesthesia. This type of spinal anesthesia, 
which was so hazardous when given using a con- 
centrated Nupercain solution, is now, with dilu- 
tions of 1: 1500, very safe in the hands of those 
who are skilled and experienced in its administra- 
tion and is the type of anesthesia now routinely 
employed in all our total and subtotal gastrec- 
tomies. 

The proper dose of Nupercain solution is deter- 
mined from the height and sex of the patient. For 
operations in the upper part of the abdomen the 
dosage is as follows: 16 cc. for a five-foot woman 
and 17 cc. for a five-foot man; for every three 
inches over five feet, 1 cc. is added; 20 cc. is the 
maximal dose. For anesthesia in the lower part of 
the abdomen, divide 100 by the number of the 
uppermost thoracic nerve segment which is to be 
anesthetized. The result is the quantity, in cubic 
centimeters, of Nupercain solution to be used. 


Nupercain anesthesia, with 1: 1500 dilution, will 
ensure complete relaxation for two to three hours, 
and even at times for three and a half. It will pro- 
duce a slighter drop in blood pressure than will 
Pontocaine or novocain. In our hands it has played 
a very important part in lowering the mortality 
and morbidity in these cases, owing to the pro- 
longed relaxation that it produces. I believe that 
anyone who will try this type of spinal anesthesia, 
provided it be given by someone expert in its use, 
will find that it makes possible such relaxation 
that these difficult technical procedures can be ac- 
complished with greater ease, and thus with fewer 
postoperative complications and with a lower mor- 
tality rate, than with any other type of anesthesia. 
When one adds to it, as we so frequently do, in- 
travenous Evipal or Pentothal, it becomes from the 
patient’s point of view, almost ideal. 


In Figures 2 and 3 is shown the so-called resec- 
tion by exclusion, as advised by Finsterer. It is an 
operation that has definitely lowered the mortality 
rate of subtotal gastrectomy in some cases of very 
adherent and indurated duodenal ulcers of the pos- 
terior wall with which we have to deal. One of 
the difficulties in the management of an occasional 
patient with an eroding duodenal ulcer of the pos- 
terior wall is that the ulcer and the induration 
about it have so taken up the duodenal wall that 
the ulcer is very close to the ampulla of Vater. If 
it were removed, insufficient duodenal stump 
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would remain with which to accomplish safe in- 
version and safe suture of the duodenum. One of 
the postoperative complications that has resulted in 


Ficure 2. Resection by Exclusion (Finsterer). 


The area between the dotted lines represents the por- 
tion of the stomach to be removed. The stomach is 
transected at the prepyloric line and turned in, the ulcer 
and pylorus remaining intact and unremoved. 


fatalities in subtotal gastrectomy for duodenal ulcer 
has been duodenal fistula. This has not occurred 
in our hands since we have left the ulcer in situ 
in those cases in which removal of the ulcer and 


Ficure 3. Resection by Exclusion (Finsterer). 


Note the duodenal stump, with ulcer unremoved, and 
the stomach transected prepylorically and inverted. Also 
note the high subtotal gastrectomy, with the remainder 
of the stomach and the high antecolic Hofmeister anas- 
tomosis. 


duodenum would have left insufficient duodenum 
for safe closure. In those cases in which the duo- 
denal ulcer could be removed we have always dis- 
sected enough of the duodenum from the pancre- 
atic bed so that it could be safely inverted. 

As shown in Figure 3, with resection by exclu- 
sion as advised by Finsterer, the stomach is cut 
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across just proximal to the pylorus and is inverted 
at this point. A subtotal gastrectomy is then done 
on the remaining portion of the stomach, accom- 
plishing quite adequately the two desirable factors 


Ficure 4. External Duodenal Diverticulum. 


This is shown within the dotted area, and is safely 
resectable. Note that the neck of the diverticulum runs 
behind the duodenum. 


in subtotal gastrectomy: removal of a large per- 
centage of the acid-secreting glands and the intro- 
duction of alkaline jejunal contents into the stom- 
ach. In 21 cases in which this operative procedure 
has been done there has been one recurrent duode- 
nal ulcer (relieved medically), and the end results 
have been quite as satisfactory as those in the cases 
in which the ulcer has been removed. 


There will always be, as has been pointed out, 
some minor disagreement on the part of all sur- 
geons as to the management of these operative pro- 
cedures. One must, however, have very good rea- 
sons for rejecting methods which have alread; 
been established. We do not do the posterior an- 
astomosis of the jejunum to the stump of the stom- 
ach, as described by Dr. Allen. For a number of 
years in our cases of subtotal gastrectomy ante- 
colic anastomoses have been done. A long loop of 
the jejunum has been mobilized and anastomosed 
to the stomach anterior to the transverse colon. We 
do no enteroenterostomies between these two long 
antecolic loops of jejunum. We have given up 
posterior anastomoses for two reasons: We believe 
that obstruction takes place less frequently after 
operation when the loops are brought in front of 
the transverse colon than when they are passed be- 
hind the transverse colon, where there is more op- 
portunity for them to be caught up in adhesions 


THE NEW ENGLAND JOURNAL OF MEDICINE 


March 14, 1940 


and exudate and become obstructed. Second, if a 
gastrojejunal ulcer occurs in the gastric stump after 
subtotal gastrectomy, — and, no matter what any- 
one says, it will occasionally occur, — reoperation is 
much easier to perform with the long antecolic 
jejunal loop than with the posterior anastomosis. 
In cases in which posterior anastomoses have been 
done, the inflammatory exudate about the recur- 
rent ulcer is deep on the posterior wall of the ab- 
domen at which point it is extremely difficult to 
deal with. With antecolic anastomoses, it will be 
just beneath the abdominal wall anterior to the 
colon and much easier to approach. We do not 
do lateral anastomoses between the two loops of 
jejunum because, if this is done, one essential 
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Ficure 5. Internal Duodenal Diverticulum. 


This arises from behind the duodenum, enlarging 
inwardly into the head of the pancreas. These are most 
difficult and dangerous to remove. 


principle in the treatment of peptic ulcer by resec- 
tion is violated. Since one of the things we wish 
to accomplish in cases of duodenal ulcer is to lower 
gastric acidity, if an enteroenterostomy is not per- 
formed between the long loops of jejunum anasto- 
mosed to the stomach, all the accumulated alka- 
line jejunal contents in the proximal loop of jeju- 
num will be emptied into the stomach, thus neu- 
tralizing acidity. If, on the other hand, an entero- 
enterostomy is done between the proximal and dis- 
tal loops of the jejunum, following antecolic or 
even retrocolic anastomosis to the stomach, most 
of the alkaline jejunal contents that would other- 
wise pass into the stomach enter the jejunum 
below it, and so its value of neutralization is lost. 
I shall now discuss a problem with which we 
have had considerable experience, namely duode- 
nal diverticulum. We have had some heartaches in 
learning in which case to operate and in which not 
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to operate. Many duodenal diverticula undoubted- 
ly do not produce symptoms of sufficient magni- 
tude to justify operation. Occasional cases are en- 
countered in which ulcerations occur, owing to 
erosion within the diverticulum, or distressing 
symptoms are present as a result of accumulations 
within the sac, as in the case shown in Figure 4. 
In this illustration may be seen the type of diver- 
ticulum that lends itself well to operation, and in 
Figure 5 is shown the type that presents a difficult 
operative problem. We have learned from experi- 
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Ficure 6. Removal of an External, Safely Removable 
Duodenal Diverticulum. 


The duodenum has been mobilized and inverted, and 
the diverticulum cut off and its neck inverted. Note 
the relation of the origin of the diverticulum to the 
point of entrance into the duodenum of the common 
bile duct. Care must be exercised lest inversion of the 
neck of the sac obstruct the common duct. 


ence with these cases that the diverticula appearing 
on the outer wall usually have their origin behind 
the duodenum, but can be approached by mobiliz- 
ing the duodenum and turning it inward. On the 
other hand, those diverticula projecting from the 
inner wall of the duodenum arise from the pos- 
terior wall and burrow into the head of the pan- 
creas and into the vascular structures at the angle 
made by the curve of the duodenum, to such an 
extent that they can be dissected only with the 
greatest difficulty and often, we believe, with an 
unjustifiable hazard. 

Most duodenal diverticula, even though they 
appear on the outer wall of the duodenum, arise, 
as already stated, from the posterior aspect of the 
duodenum. It should be remembered that the 
point at which they arise is frequently adjacent 
to that point at which the common bile duct enters 
the duodenum. After the diverticulum has been 
cut off at its neck, one should be extremely careful 
that inversion of the diverticulum does not obstruct 
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the point of entrance of the common duct. (Fig. 6). 

Finally, I wish to present in outline a new oper- 
ative procedure that may well prove useful to any- 
one who has to deal with gastrojejunal ulcer, with 
gastrojejunocolic fistula or with carcinoma high in 
the jejunum. This operation I was forced to de- 
velop in order to deal with a carcinoma of the je- 
junum situated so high that its resection left an 
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Ficure 7. Resection of a High Jejunal Tumor. 


The shaded area of the jejunum distal and proximal 
to the tumor is to be removed together with the 
mesentery. Note the short stump of jejunum that will 
remain. 


inadequate peritoneal stump of jejunum for end- 
to-end anastomosis. 

As will be seen in Figure 7, following the re- 
moval of an adequate amount of jejunum for carci- 
noma there was but a small stump of jejunum at 
the ligament of Treitz, with too short a mesentery 
and an intraperitoneal portion to permit safe end- 
to-end anastomosis. Even had it been possible, 
the anastomosis would have retracted retroperito- 
neally beneath the vascular mesenteric root, so 
that there would have been the distinct possibil- 
ity of obstruction from pressure and the danger of 
leakage. 

After removal of the segment of high jejunum, 
both ends of the jejunum were inverted and rein- 
forced with interrupted silk stitches. The parietal 
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peritoneum about the upper short stump of jeju- 
num at the ligament of Treitz was then incised, 
and the stump was pushed beneath the vascular 
mesenteric root until it was on the opposite side of 


Ficure 8. Resection of a High Jejunal Tumor. 

The end of the short proximal stump is safely in- 
verted, the parietal peritoneum freed from it and the 
stump pushed beneath the mesenteric vessels onto the 


opposite side. 


The rent in the parietal peritoneum 
is then closed. 


the mesentery. The incised ligament of Treitz 
was then closed and the entire right hepatic flexure 
was turned down by incising its outer leaf of peri- 
toneum. This revealed the retroperitoneal duode- 
num and the mobilized upper stump of jejunum 
(Fig. 8). When this had been done the mesentery 
of the retroperitoneal duodenum and jejunum was 
of sufficient length so that when the transverse 
colon was put back in place the mobilized duode- 
num and jejunum could be passed over and in 
front of the transverse colon, the lower stump of 
jejunum would be brought up in an antecolic 
position and a safe lateral anastomosis could be ac- 
complished between the antecolic mobilized duode- 
num and the jejunum (Fig. 9). 

These technical procedures are well illustrated 
by the line drawings. This method has been of 
value also in cases of jejunal ulcer. When a jejunal 
ulcer occurs in a case of no-loop gastroenterostomy, 
the proximal loop of jejunum is so short after the 
segment of the jejunum containing the ulcer has 
been resected that safe end-to-end anastomosis can- 
not be done. In such cases, and in cases ot Sastro- 
jejunocolic fistula, this plan of transposing the duo- 
denal stump beneath the mesenteric root to the 
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right side of the abdomen and then mobilizing the 
retroperitoneal duodenum has proved of distinct 
value. The procedure will, I am sure, prove useful 
for anyone who has to deal with these difficult high 
jejunal resections in the presence of a short jejunal 
stump. 

As I listen to the discussions in symposiums such 
as this one, I am impressed with the progress 
which has been made, particularly in this field. In 
this as in so many other fields, it is strikingly evi- 
dent that progress has been accomplished by unit- 
ed efforts rather than by the individual efforts of 
those interested in the special aspects of these con- 
ditions — gastroenterologists, physicians, surgeons, 
radiologists and anesthetists. In past years a dis- 
cussion of the treatment of gastric and duodenal 
ulcers at any medical meeting was certain to bring 


Ficure 9. Resection of a High Jejunal Tumor. 

The hepatic flexure has been mobilized and turned 
down, and the retroperitoneal duodenum and trans- 
posed jejunal stump have been visualized and freed. The 
mobilized duodenum and jejunal stump are brought 
in front of the transverse colon after the hepatic flexure 
has been replaced. The lower stump of jejunum, with its 
end closed, is then brought in front of the transverse 
colon and a lateral antecolic duodenojejunal anastomosis 
made. Note that a slit is made in the fat omentum up 
to the transverse colon to permit the mesentery of the 
distal jejunal stump to fit into it snugly up to the 
transverse colon. 


about acrimonious disputes between gastroenterol- 
ogists and surgeons. It resulted undoubtedly in 
unjustifiable claims as to what could be accom- 
plished by either method. Befogging partisan- 
ship undoubtedly produced unjustifiable prejudices 
which have now been largely overcome by this co- 
operation, for the benefit of the patient, to say 
nothing of the consciences of those who must 
manage them. 
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Discussion OF Papers By Drs. Jones, BeNEDIcT, ALLEN 
AND LAHEY 


Dr. PuHtteMon E. Truespate, Fall River: This has been 
an interesting and instructive group of papers. We have 
had presented a beacon light of knowledge in the fields 
of medicine and surgery. We have had the unusual pleas- 
ure of learning of the progress made with the gastroscope, 
which in the hands of men like Dr. Benedict has proved 
its diagnostic worth. Then, we have listened to a discus- 
sion of treatment by leaders in surgery, who not only in- 
dicated the pitfalls but also pointed out the best-known 
methods for keeping the mortality low and rehabilitation 
high. The material as presented is evidence of the most 
advanced thought in dealing with certain types of cases 
which are often difficult and unpromising, and some- 
times tragic. 

My own interest in this subject dates back many years. 
In 1914 in the Boston Medical and Surgical Journal, 1 pub- 
lished a report of 8 cases of pylorectomy for ulcer, and 
quoted Dr. Rodman as having collected 31 cases from the 
work of five surgeons — Mayo, Robson, Clark, Finney and 
Rodman. In the latter series, there had been only 1 opera- 
tive death —a somewhat startling figure. 

My first case came entirely by chance. A man about 
fifty years of age came to the clinic with a history of 
stomach trouble for years. He had had an attack of ab- 
dominal pain and vomiting following a long period of 
digestive upsets. He had lost 10 to 15 pounds in weight 
in a few weeks and was quite emaciated. I could feel a 
mass in the upper abdomen to the right of the midline. 
The clinical, x-ray and operative diagnoses were cancer of 
the stomach. I decided to operate in two stages and did 
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a posterior gastroenterostomy first. After ten days, I re- 
moved the pyloric end of the stomach. It was amazing 
to observe that the inflammatory process which I had be- 
lieved to be malignant was not more than half the size 
it was when observed in the first operation. Pathological 
examination of this specimen showed that it was ulcer, not 
cancer. The man made a very satisfactory convalescence 
and was more comfortable than any patient on whom we 
had done a gastroenterostomy. 


We did 7 similar operations for ulcer, and published all 
8 cases in 1914, as mentioned above. There was some 
doubt as to the extent of the operation being done at that 
time, and pylorectomy was thought to consist simply in 
removing the pyloric sphincter muscle or an ulcer that 
was near the pylorus. The method employed in those 
operations was a Billroth II, now more generally termed 
“partial gastrectomy.” When an ulcer has become cica- 
trized and fused with the head of the pancreas in a some- 
what fixed inflammatory mass, the danger in separating 
the structures involved is considerable. I have lost 1 pa- 
tient after an operation in the presence of these conditions, 
owing to an error of judgment in attempting the radical 
procedure. 

In 91 cases of gastric resection, our mortality at the 
clinic has been 3 per cent. We employ the method of pos- 
terior anastomosis. In some ccuntries, as England, the 
anterior operation is practiced. In France, Belgium and 
Germany the surgeons whom I talked with last autumn 
were doing posterior anastomoses. There are certain cases, 
as Dr. Allen has pointed out, which, owing to age, local 
complications and circulatory changes, should not be op- 
erated on by any radical procedure. 
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SHock THERAPY 


eee on the pharmacological shock treat- 
ment for dementia praecox or schizophrenia 
have continued to be prominent in the psychiatric 
and neurological literature. The majority of the 
investigations indicate that the use of insulin and, 
to a less extent, Metrazol results in recovery or 

some degree of improvement in an impressive per- 
centage of the cases treated. However, unqualified 
enthusiasm for this type of treatment is not and 
never has been justified. Proper evaluation of the 
therapeutic efficacy of shock therapy is still impos- 
sible, because too few years have so far elapsed 
since this treatment was instituted. 

Although many schizophrenic patients have 
shown recovery or improvement immediately fol- 
lowing treatment with insulin and Metrazol, or 
with a combination of the two, there cannot be 
sufficient evidence that such recovery or improve- 
ment will be maintained. Many reports base their 
claims of amelioration on follow-up periods of 
six, twelve and eighteen months without relapse. 
It is, of course, well known that many dementia 
praecox patients have recovered or improved sufh- 
ciently to leave the hospital before the advent of 
shock therapy, and such patients have maintained 
their varying degrees of recovered health for as 
long periods as have those who have been given 
insulin and Metrazol. It is still too early to know 
whether or not the insulin-treated patient has a 
better prognosis than the patient not so treated. 

The above is not written with any desire to be- 
little or underestimate the value and importance of 
shock therapy; on the other hand, the strikingly 
favorable results obtained to date may lead to an 
enthusiastic advocacy which in the long run may 
not be supportable. The question of what consti- 
tutes cure is debatable in regard to many diseases. 
The alleviation or disappearance of symptoms is 
desirable, no matter for how short a period of time. 
The patient with chronic heart disease who is en- 
abled through adequate treatment to carry on with 
some degree of activity is properly treated. Shock 
therapy permits large numbers of schizophrenic pa- 
tients to return to a more or less normal social 
life in a comparatively short time, and this may 
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be considered an advantage of such treatment. 
Whether or not recovery or improvement is main- 
tained indefinitely, the course of the disease may 
be immediately shortened or interrupted. This 
saves expense both to the invalid and to the hos- 
pital, and in general may tend toward increasing 
the morale both of patients and of the hospital 
ward. 

Follow-up studies on psychiatric patients are al- 
ways difficult in regard to the discharged group, 
because exact information as to the degree of im- 
provement maintained is difficult and sometimes 
impossible to obtain. A valuable contribution is 
that of Rennie’ on 500 schizophrenic patients who 
were hospitalized before the days of shock therapy. 
Of this number, 222 were followed for an average 
of twenty years. After this time, 27 per cent of 
the patients showed recovery, and an additional 13 
per cent were productive to some extent socially or 
economically. Rennie makes the observation: 


Patients observed for the twenty-year period showed 
a distinctly less favorable outcome both as to number 
of recoveries and as to the total time of hospitalization 
than patients followed only for the nine-year period. 
. . . The difference lies essentially in the fact that a 
considerable number of patients who were partially 
recovered and were able to be kept at home have had, 
during the latter part of the twenty-year span, to be re- 
turned to a hospital. 


We do not have, of course, any evidence that in- 
sulin hypoglycemic or Metrazol convulsive therapy 
will guarantee against eventual relapse. 

An interesting study of 1757 patients treated with 
insulin and of 1140 patients treated with Metrazol 
is reported by Ross and Malzberg.? Their results 
indicate that the recovery and improvement rate 
in insulin-treated cases exceeds greatly the corre- 
sponding rate in a control group. On the other 
hand, Metrazol produced even fewer recoveries 
than occurred in a control group not treated with 
any shock therapy. Notkin, Niles, DeNatale and 
Wittman’ found, in a smaller group of patients, 
that the percentage of improvement in com- 
bined control and spontaneously improved groups 
equaled that in the group treated with insulin. 

It is fair to say that with continued improve- 
ments in technic the cases apparently responding 
favorably to insulin may go for long periods, at 
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least, before relapse occurs. Too long or too short 
courses of treatment, too many or too few shock 
reactions, discharge too soon after the disappear- 
ance of psychotic reactions, may have an untoward 
influence on the therapeutic result. 

Most authors report better results with insulin 
than with Metrazol in the treatment of schizo- 
phrenia, although some remissions have been ef- 
fected with a combination of the two drugs.* ® 
Certain patients who have shown no benefit from 
insulin have improved when Metrazol was admin- 
istered, and vice versa. In some cases the produc- 
tion of convulsions, with either insulin or Metra- 
zol, has seemed to be the requisite for improve- 
ment. 

Continued investigation bears out certain gen- 
eral impressions in regard to criteria to be consid- 
ered in judging the probability of favorable out- 
come from shock therapy. These criteria are as 
follows: the longer the duration of the psychosis 
before treatment is begun, the lower is the per- 
centage of recovery and improvement; the para- 
noid and catatonic types respond better, on the 
whole, than do the hebephrenic and simple types; 
the personalities which have been comparatively 
well adjusted, with a minimum of schizoid char- 
acteristics, before the onset of the psychosis have 
the better prognosis. Little has been written stress- 
ing the importance of psychotherapy following re- 
mission, and it is necessary to keep in mind that 
resocialization directed toward establishing the 
most suitable environment for the individual, with 
his particular limitations in endowment, will be a 
major factor in withstanding relapse. 

Insulin has been found to have little value in 
the treatment of affective disorders, while Metra- 
zol has produced, at least temporarily, favorable 
results in a sufficient number of cases of manic- 
depressive and involutional psychosis to merit at- 
tention. ‘The literature contains relatively few 
reports, probably because the prognosis in affective 
psychoses is so much better than that in schizo- 
phrenia that a debatable kind of treatment is less 
warrantable and needful. Bennett® reports excel- 
lent immediate results in a series of 10 cases, of 
which 6 were depressive psychoses and 4 were 
severe types of involutional psychosis. 


Dangers of Shock Therapy 

As the initial enthusiasm about shock therapy 
has waned, more attention has been given to the 
dangers involved in such drastic procedure. There 
have been an increased number of reports on the 
destructive effects of insulin and Metrazol on brain 
tissue. In fact, the seriousness of this untoward 
possibility is not a negligible consideration in at- 
tempting to evaluate the soundness of shock thera- 
py- Dislocations of joints, fractures of the long 
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bones and crushing of vertebrae are admittedly 
disadvantages that accompany the Metrazol con- 
vulsions in a small percentage of cases. Proper 
nursing surveillance during treatment, and thor- 
ough examination before treatment in order to 
determine the presence or absence of bone disease, 
may in large part do away with such eventualities. 
Possible damage to the brain cells cannot, on the 
other hand, be guarded against with a comparable 
degree of certainty. A specific number of shock in- 
sults to the brain of one patient may result in no 
appreciable injury, while the same number of 
comas or convulsions may cause serious and irrep- 
arable damage to another. There are no reliable 
standards by which to judge how much treatment 
a patient may undergo without injury of serious 
proportions. Even though the patient may show 
clinical improvement or recovery following shock 
therapy, we do not know that future relapses 
may not be due, at least in part, to the trauma- 
tizing effect of the therapy itself. 

Experiments with insulin and Metrazol on ani- 
mals have resulted in injury to the brain cells, 
and the histopathologic changes have not always 


been limited to the cortex. Liebert and Weil,’ 


using Metrazol injections with rabbits, found in 
the autopsied brains shrinking of cytoplasm and 
nuclei of neurons, and hyperplasia and hyper- 
trophy of different types of glia cells. These find- 
ings were more pronounced in the striatum and 
hippocampus than in the cerebral cortex. The 
degenerative effect of insulin on the brain cells 
of animals has been reviewed by Baker.® 


In examining the brains of 5 schizophrenic pa- 
tients who died during insulin-shock treatment, 
Ferraro and Jervis? found chromatolysis and glial 
proliferation in a majority of the cells of the cere- 
bral cortex and proliferation of blood vessel cells, 
and frequently obliteration of the lumen. 


The loss of memory for recently acquired skills 
and for recent events following Metrazol therapy 
has been observed by Ziskind and Somerfeld- 
Ziskind.”” One patient after twelve convulsions 
showed a persistent memory defect in that he for- 
got how to play Chinese checkers and how to keep 
score in badminton, both recently learned. 


From a review of the literature and from a study 
of hypoglycemia in insulin shock in diabetic pa- 
tients, hypoglycemia secondary to neoplasm or func- 
tional overactivity of the islands of Langerhans, 
insulin shock therapy and experimental hypo- 
glycemia in animals, Baker® concludes: “It seems 
very apparent that continued repeated hypoglyce- 
mia may definitely produce a depression of the 
cerebral function and even an irreversible degen- 
eration of the brain tissue and cells, resulting in 
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long-continued or permanent functional damage or 
even death.” 


“ToraL Pusu” IN SCHIZOPHRENIA 


The problem of schizophrenia in its chronic 
manifestations has been attacked in another way, 
less drastic than pharmacological treatment and 
entirely without danger to the patient. Every 
psychiatrist knows that there is a tendency to con- 
sider that the hospitalized schizophrenic patient 
will remain sick or get well regardless of treat- 
ment, and that time and effort are wasted in at- 
tempting to influence the course of the disease. 
Myerson,’ believing that the deterioration of the 
schizophrenic patient may be more superficial than 
it appears, and not necessarily dependent on un- 
fathomable chemical and metabolic changes, de- 
vised the method of “total push.” This is com- 
prised of common-sense procedures directed toward 
more individual care for the patient, with the 
aim of increasing his self-respect and encourag- 
ing normal social interests. Particular attention 
is paid to diet and attractiveness in the service 
of meals, to clothing,—the old, ward bathrobe 
being discarded, — to tonsorial service; to exercise, 
play and other recreations and to psychotherapy. 

There is nothing new in the therapeutic for- 
mula, except for the perseverance and strenuous- 
ness with which it is carried out. No claim is 
made as regards cure, but in the comparatively 
small groups in which the treatment has been 
instituted the incidence of death has decreased, 
discharges have increased and deterioration has 
often been replaced by more normal social be- 
havior. Tillotson’ reports similar results at the 
McLean Hospital in Belmont, Massachusetts. An 
interesting point in the “total push” method is 
that the inertia of the negativistic, resistant patient 
can often be broken down into voluntary activ- 
ity by passive muscular movements carried on by 
the physical trainer. 


ELECTROENCEPHALOGRAPHY 


The electroencephalogram, an electrical record 
of the physiological activity of the cortex of the 
brain, has been proved of unquestionable value in 
helping to establish a diagnosis of certain organic 
lesions in the brain. However, the significance 
of abnormal waves is far from being completely 
understood. Whether or not abnormalities in the 
electroencephalogram indicate lesions in the brain, 
and to what extent physiological disturbance can 
be present without the presence of a definite le- 
sion, are still to be determined. Recently there 
have been reports of electroencephalographic stud- 
ies on psychotic patients. Davis and Davis** have 
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found that although the electroencephalogram of 
a psychotic individual may not differ funda- 
mentally in pattern from that of a normal per- 
son, as a group the psychotics show in their electro- 
encephalograms a significantly larger percentage 
of abnormalities than does the normal group. In 
an investigation being carried on at present, Davis* 
is studying the tracings of a large group of psy- 
chotic patients. Her results in patients who re- 
ceived pharmacological shock treatment are of par- 
ticular interest. If the electroencephalographic pat- 
terns of such patients were normal before treat- 
ment, they became abnormal during and follow- 
ing its termination. Patterns that were abnormal 
before treatment remained so, and the abnormal- 
ities increased during and after treatment was 
concluded. 


METABOLIC IN PsyCHOsEs 


The theory or belief that psychotic illness is de- 
pendent on chemical or metabolic imbalance or 
dysfunction is given support by the careful and 
thorough investigations of Gjessing,’® ** in Oslo. 
During the last thirteen or fourteen years he has 
studied intensively the metabolism of some 30 pa- 
tients. Ten of these fell into the group exhibiting 
clear-cut periodic episodes of excitement or stupor. 
Gjessing’s work shows that in each of these pa- 
tients the episodes of excitement or stupor synchro- 
nize with a consistent rhythmic imbalance in ni- 
trogen metabolism. In some cases it was found 
that nitrogen gradually accumulated in the body 
until a certain concentration was reached. At this 
point excretion began. With the onset of excre- 
tion the catatonic stupor or excitement developed. 
Gjessing points out that it is not the change in 
motor activity that can account for the change in 
the nitrogen balance, since in some cases the ex- 
citement or stupor did not begin until a day or 
two after nitrogen had begun to be excreted. In 
other cases the catatonic episode set in at the end 
of a period of nitrogen excretion and the stupor 
or excitement continued during an interval of ni- 
trogen retention. Determinations of the nonpro- 
tein nitrogen of the blood also showed rhythmic 
curves, but in reverse manner to the nitrogen- 
balance curves. 

Gjessing postulates the possibility that at the 
times of maximum retention or excretion toxic 
substances are formed which produce the excite- 
ment or stupor. He further found that a nitrogen 
balance could be effected and maintained by the ad- 
ministration of thyroxin. With this accomplished, 
the periodic episodes of excitement or stupor were 
prevented from recurring. A patient who had had 
stuporous phases every month for six or seven 
years continued month after month without re- 
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lapse after beginning the thyroid. Gjessing makes 
no pretension of cure in these selected cases of 
periodic catatonia, but states simply that a func- 
tional deficiency is compensated by the continued 
use of thyroxin. In some individuals their own 
thyroid glands seemed to have been influenced, so 
that relapses did not occur when the thyroid dos- 
age was discontinued. 


PsYCHOLOGICAL AND PsYCHOBIOLOGICAL STUDIES 


One of the basic principles, and perhaps the 
most important principle, of present-day psychia- 
try is that mind and body are not separate. What 
is called “the mind” influences and is influenced 
by bodily reactions. There is no evidence that 
thoughts or ideas exist independent of physical 
structure, and their existence is dependent on 
physiological activity within the body. What might 
be called a corollary of this principle is that feel- 
ings or emotions are not simply ideas but are in- 
timately bound up with bodily, physical reactions, 
and are responses to stimuli either within the body 
or within the organism’s environment. 

Practically, this means that a thought or a con- 
stellation of ideas may be of enough significance 
to the individual to result in physiological reactions 
in various parts of the body. For the doctor, the 
significance of this is that he frequently sees pa- 
tients who complain of physiological disturbances 
which arise, without comprehension on their part, 
from thoughts, situations, conflicts or frustrations. 
In some cases such physiological disturbances may 
eventually result in observable physical disease. 

The fact that doctors do not know or fail to re- 
member that emotions can cause physiological dis- 
turbance, means that many patients are not going 
to be given proper treatment. Many physicians 
still practice as though they thought that if no 
physical disease is present nothing is wrong with 
the patient except his imagination. 

Considering the consequence of all this, the ap- 
pearance of the new journal, Psychosomatic Medt- 
cine, is most welcome. It is a quarterly publica- 
tion, and contains articles on experimental and 
clinical studies. Up to the present the articles have 
not been forbiddingly technical. Psychological 
and physical factors are evaluated in the diseases 
studied. No prejudice is generally shown in favor 
of one school of psychiatric interpretation over 
another. 

In a review by Brush’ of the literature relative 
to the psychiatric aspects of gastrointestinal dis- 
orders, Dr. Chester M. Jones, of the Massachusetts 
General Hospital, is quoted as saying, “It is of in- 
terest that more and more scrutiny is being di- 
rected toward the relationship between the central 
nervous system, the autonomic nervous system and 
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the digestive tract. The importance of the psyche 
in its influence on the digestive tract is being more 
clearly and logically presented.” In studying 50 
cases of bronchial asthma, McDermott and Cobb!’ 
found that 37 per cent of the patients seemed to 
have an emotional component in their asthmatic 
attacks. Caughey,’® in a comprehensive analysis 
of the medical— not psychiatric — literature on 
cardiovascular neurosis, concludes that “in many 
patients the symptoms have been precipitated or 
perpetuated by faulty medical supervision of the 
difficult problems involved.” 

Psychosomatic Medicine should make valuable 
reading for the physician who wants to add to his 
knowledge of psychological factors in the various 
disease entities. 

Group psychotherapy has been practiced with 
a good measure of success for many years. One 
such venture was instituted by Dr. Joseph H. Pratt 
at the Boston Dispensary, and has continued year 
after year as a “thought-control” class.2° The 
milder neurotic reactions have been dealt with 
in this clinic, principally with the methods of 
persuasion and suggestion. In 1935 Schilder,” at 
the Bellevue Hospital in New York City, began 
group psychotherapy with the more severe neu- 
roses. Psychoanalytical concepts are used. One 
criticism of psychoanalytical therapy has always 
been that comparatively few patients can be treated 
because of the great amount of time required for 
each analysis. By group therapy Schilder is able 
to treat a relatively large number of patients, work- 
ing with seven or eight at a time. An advantage 
of group therapy is the feeling of security and 
relief for the individual in finding that he is 
not alone in having thoughts and impulses which 
have seemed to him to isolate him from society. 
During a visit to this clinic it was interesting to 
observe the freedom with which the patients gave 
expression to the most personal thoughts and 
phantasies. Schilder’s method of group psycho- 
therapy is described in some detail in his book, 
Psychotherapy.” 


Considering the intricacies and the involved 
structures often found in the formulations of psy- 
choanalytical theories and concepts of human moti- 
vation, it is worthy of note that such comparatively 
simple conclusions as the following examples came 
out of certain of Schilder’s group discussions: 


Human beings should gayly acknowledge their short- 
comings. They should be taught neither to overcom- 
pensate for them nor to brush them out of conscious- 
ness. .. . The ideal of general efficiency and of striv- 
ing to be blameless is a wrong one. . . . There is no 
reason to believe that there is only one fundamental 
problem lying at the base of neuroses. . . . Modern 
men suffer from the idea that they should be per- 
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fect. . . . Parents have to pay dearly for every per- 
fectionistic ideal they put into their children’s minds.?* 


Such conclusions are found in the common-sense 


foundations of any good 


“school” of psycho- 


therapy. 
330 Dartmouth Street. 
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CASE 26111 
PRESENTATION OF CASE 


A fifty-six-year-old American schoolteacher was 
admitted complaining of dyspnea on exertion. 


Five years before entry on returning from a 
trip to Europe and while carrying heavy suitcases 
he had an acute attack of pain over the heart and 
“colon” lasting for four hours. After his return 
home he had a recurrence of this pain and fainted. 
He was kept in bed for four or five days. Previ- 
ous to this attack he had had no period of ill 
health. Up to seven years before entry he had 
been very active and had had no difficulty in climb- 
ing mountains. At this time, however, he no- 
ticed some fatigue, and mountain climbing was 
discontinued. Three years before coming to the 
hospital his fatigability increased to such an ex- 
tent that he was unable to walk and was compelled 
to give up playing the cello. Dyspnea on effort 
was rather variable and much less at some times 
than at others. When first seen by his physician 
four months before admission he was able to walk 
slowly on level ground. Three months prior to 
entry he had had a severe attack of breathless- 
ness while attempting to put on automobile tire 
chains. He was compelled to lie down for relief 
and almost fainted. There was some pain and 
swelling of the left lower leg. He had been 
forced to give up work for a time, but six weeks 
later he felt better although there was still some 
pain in the left leg, which varied in intensity. The 
left lower leg and foot were slightly edematous 
and cyanotic. A month before admission he had 
had a severe cold and subsequently had recurrent 
attacks of nausea and vomiting. Dyspnea and 
fatigue progressed rapidly, but the patient remained 
in bed for only one day before coming to the hos- 
pital. He had been taking varying amounts of 
digitalis during his entire illness. 

Physical examination showed a tall, very thin 
man with marked arcus senilis. There was con- 
siderable cyanosis, with marked engorgement of 
the veins of the neck. The heart was moderately 
enlarged. The sounds were regular and of poor 
quality. A loud click was heard at the apex in 
midsystole. A reduplicated pulmonic second sound 
was heard in the recumbent position, and there 
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was a slight basal systolic murmur. The blood 
pressure was 120 systolic, 90 diastolic. The radial 
arteries were soft. A few rales were heard at both 
bases, and the liver edge could be readily palpated. 
There was slight edema of the ankles. No further 
details were noted. 

The temperature was 98.0°F., the pulse 70, and 
the respirations 26. 

Examination of the urine showed a specific grav- 
ity of 1.032, with a large trace of albumin. The 
sediment contained an occasional white blood cell 
and red blood cell and many finely granular and 
hyaline casts. The blood showed a red-cell count 
of 5,700,000, with a hemoglobin of 95 per cent. 
The white-cell count was 4800, with 74 per cent 
polymorphonuclears. An electrocardiogram showed 
a normal rhythm at a rate of 84, with a PR inter- 
val of 0.18 second. There was evidence of right 
bundle-branch block, and low voltage of the QRS 
complexes. QRS: showed the major deflection in- 
verted, and Ts was upright. 


Shortly after entry another examination showed 
diminution in cyanosis and disappearance of the 
neck-vein engorgement and basal rales. Two days 
after entry cyanosis of the head and extremities be- 
came marked and the neck veins were again dis- 
tended. The liver extended to the umbilicus, and 
slight sacral edema was noted. The heart sounds 
were poor in quality, and there was gallop rhythm. 
The symptoms were somewhat relieved by intra- 
venous Mercupurin, and his condition exhibited 
no great change until early in the morning of the 
fifth hospital day, when he had an attack of dysp- 
nea and cyanosis, became pulseless and collapsed. 
The blood pressure was 80 systolic, 30 diastolic. 
There was no complaint of pain, but the patient 
appeared to be in shock. He was placed in an 
oxygen tent and died five hours after the onset of 
this attack. 


DIFFERENTIAL DIAGNOSIS 


Dr. Epwarp F. Bano: I am impressed by the 
prominence of dyspnea throughout this patient’s 
illness, extending over at least five years and pos- 
sibly seven —- dyspnea associated with fatigue. I 
am uncertain how much reliance we should put 
on the symptom of fatigue, but I am impressed by 
the dyspnea. The facts that it was somewhat 
variable, that it sharply limited the patient to the 
extent that he led an inactive life for a number of 
years and that it lasted so long, impress me con- 
siderably. It became more pronounced toward 
the end, at which time there appeared a consid- 
erable degree of cyanosis, mentioned several times, 
and one or two recurring episodes of breathless- 
ness with very little to be found in the lungs to 
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indicate acute pulmonary congestion. There is 
probably no single episode mentioned here that 
could be strictly considered typical of cardiac 
asthma. In addition to this cyanosis, there were 
also the prominently swollen neck veins. This 
venous congestion varied somewhat but remained 
an outstanding sign associated with another sign 
of serious heart weakness, namely a gallop rhythm 
and supporting evidence in the electrocardiogram 
of strain on the right side of the heart. I think, 
however, that we should be cautious in reading 
too much into this electrocardiogram for two 
reasons: low voltage was present which tends to 
make an estimation of axis deviation somewhat 
less reliable; and the presence of intraventricular 
bloc: of the right bundle-branch type, although 
often ssociated with conditions that cause strain 
primarily on the right side of the heart, is, since 
it is fundamentally a conduction defect, more often 
the result of coronary arterial disease. 

Furthermore, we cannot quite ignore the attack 
of severe pain five years before the patient’s death, 
which recurred only once shortly thereafter. How- 
ever, if this patient’s subsequent incapacity repre- 
sented the effects of slowly progressive coronary 
disease, and if this original attack of pain repre- 
sented coronary occlusion, it would be most un- 
usual to have this later limitation of reserve en- 
tirely manifested by dyspnea for five years and 
no anginal symptoms. I suggest that this one 
and only painful episode may have been due to 
pulmonary infarction. Throughout the illness, so 
far as the physical examination is concerned, there 
is a relative absence of evidence of pulmonary con- 
gestion. During this one spell of acute breathless- 
ness, the patient preferred to lie down. ‘That is 
most unusual with acute pulmonary congestion 
from left ventricular failure. Finally, toward the 
end of this patient’s illness and at the time of 
the acute attack of breathlessness, evidence of phle- 
bitis was observed. 

It seems to me the differential diagnosis here 
lies between arteriosclerotic coronary disease and 
cor pulmonale, the latter secondary to recurring 
emboli to the lungs. Dr. J. H. Means had a some- 
what similar case a number of years ago. There 
was another, which I happened to have observed 
on the wards here, that was mistaken clinically for 
coronary disease, but when we knew the final 
answer, the heart failure of the right-sided type 
was entirely explained by recurring showers of 
small emboli, probably over a period of several 
years, with relatively few physical signs of such 
in the lungs. 

There is no mention of the Hinton test in the 
record and no clinical indication of syphilis; there- 
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fore, I believe we can safely dismiss syphilis with- 
out further comment. Furthermore, there is no evi- 
dence of valvular disease, and no hypertension. 
It is difficult, however, to discard completely the 
idea that there may have been some underlying 
coronary insufficiency responsible for this patient’s 
heart failure. Yet I am inclined to minimize it, 
considering the long duration of the symptoms 
in the absence of anginal pain and pulmonary 
congestion. The symptom of fatigue disturbs me 
a little. I cannot quite interpret that, but I see 
no reason to introduce into the discussion such 
unlikely possibilities as Simmond’s disease or my- 
asthenia gravis. 

In conclusion I suspect that this patient had 
chronic cor pulmonale, with right-sided heart fail- 
ure probably secondary to recurring small pul- 
monary emboli, and that he also had a thrombo- 
phlebitis in the left leg. Whether he had in ad- 
dition some underlying coronary disease I should 
like to leave open, but I doubt if it was a factor 
of prime importance in his fatal illness. I think 
it would have been of some help in the differential 
diagnosis if we know what the x-ray films showed. 
The patient lived only five days in the hospital, 
and I assume he was too sick during this time 
for such study. They might have given addi- 
tional information as regards the shape of the 
pulmonary conus or the appearance of the hilus 
shadows. 

Dr. Howarp B. Spracue: The hilus shadows 
were very much increased, and under the fluoro- 
scope there was a question in my mind about 
pulsation of the hilus shadow, which I think would 
support your diagnosis. 

Dr. Tracy B. Mattory: Would you care to 
make any further comment, Dr. Sprague? 

Dr. Sprague: Only that I think Dr. Bland has 
done extremely well with this case. I was in- 
fluenced toward a diagnosis of coronary disease 
by the history, which went back long before any 
appearance of phlebitis, and also by the bundle- 
branch block. I think it teaches us that axis de- 
viation and bundle-branch block ought to be con- 
sidered together; the former may be the early 
stage of the latter. 

Dr. Paut D. Wuire: How much bundle-branch 
block was there? Was it of an indeterminate de- 
gree? Did it look like coronary disease by the 
electrocardiogram? 

Dr. Spracue: It was a definite right bundle- 
branch block. Do you think there is a type of 
bundie-ranch block characteristic of coronary dis- 
ease! 


Dr. Wuire: There are various degrees of bundle- 
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branch block. We ordinarily ascribe duration of 
the QRS waves beyond 0.12 second — that is, ob- 
vious bundle-branch block —to coronary disease. 

Dr. Sprague: I should say that the QRS wave 
was wider than 0.12 second, and therefore char- 
acteristic of a fully developed bundle-branch block. 

Dr. Wuite: The extreme cyanosis at the end 
suggests pulmonary embolism. 

Dr. Sprague: In the last coronary case of mine 
autopsied here I made a diagnosis of pulmonary 
embolism because of the extreme degree of cya- 
nosis in the terminal attack, but no pulmonary 
embolism was found. 


CurnicaL DIAGNOSES 


Coronary heart disease (old infarct and possibly 
a new one). 


Right bundle-branch block. 


Dr. DIAGNosEs 


Chronic cor pulmonale. 
Right-sided heart failure. 
Recurrent pulmonary emboli. 
Thrombophlebitis, left leg. 
Coronary disease? 


ANATOMICAL DIAGNOSES 


Pulmonary embolism and thrombosis, bilateral, 
multiple. 

Thrombophlebitis, right popliteal. 

Mural thrombus, right auricular appendage. 

Cardiac hypertrophy, arteriosclerotic type. 

Passive congestion of liver, spleen and kidney. 

Thrombosis of hemorrhoidal vessels. 

Arteriosclerosis, moderate, coronary, aortic and 
pulmonary. 

Central necrosis of liver. 

Pleuritis, chronic fibrous, right. 

Ascites, slight. 


PATHOLOGICAL DiscussION 


Dr. Matiory: At the time of autopsy we found 
a markedly dilated right auricle and ventricle, and 
in spite of this dilatation the right ventricle was 
thicker than normal, measuring 5 mm. The pul- 
monary artery was completely filled with throm- 
botic masses, and with a little investigation it was 
clear that the thrombus on the left was old, com- 
pletely organized and evidently had been present 
for a long period of time, whereas that on the 
right was quite fresh and represented without 
much question a terminal episode. There was no 
infarction of either lung, despite the almost com- 
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plete occlusion of the pulmonary tree. The cor- 
onary arteries were essentially negative. 

Dr. Brann: Were the thrombi formed in situ 
or were they secondary? 

Dr. Matrory: It is almost impossible to give 
a definite answer on that. By all odds the most 
probable thing, to my mind, is an embolus followed 
by retrograde propagation of the clot to form a 
thrombus which eventually occluded the main ar- 
tery, the whole process developing so slowly that 
time was permitted for collateral circulation to de- 
velop and prevent infarction. 

Dr. J. H. Means: The case we published with 
thrombus and occlusion of the pulmonary artery 
had marked dilatation of the bronchial artery. 
Was that the case here? 

Dr. Mattory: It was not noted. 

Dr. Wuire: It is possible that right bundle- 
branch block of lesser grades may be ascribed to 
marked dilatation of the right ventricle, but if so, 
such cases must be rare. Unless careful dissection 
is made of the bundle branches we cannot be 
sure that there is not an associated independent 
involvement of these branches, even without dif- 
fuse coronary sclerosis or the usual larger myo- 
cardial infarcts. 


CASE 26112 
PRESENTATION OF CASE 


A fifty-two-year-old Italian janitor was admitted 
to the hospital complaining of swelling of the 
abdomen. 

The patient had always been strong and healthy 
until three years before entry. At that time he be- 
came troubled with recurrent nosebleeds, which 
were frequently quite severe and required medical 
attention. He continued with this work, however, 
and was not otherwise troubled until a year and a 
half prior to admission, when he began to have 
morning nausea and noted an icteric tint to his 
skin. He was examined in the Out Patient De- 
partment and found to have an enlarged liver. 
The urine contained bile on this occasion, and a 
blood Hinton test was positive. A Wassermann 
test of the blood was negative, however, and re- 
peated Hinton tests were negative. A year before 
coming to the hospital the jaundice became more 
pronounced and swelling of the ankles and ab- 
domen was noted. His appetite became poor, and 
weakness was noted. There was occasional vom- 
iting and frequent frontal headaches. Weakness 
was progressive, and the patient was compelled to 
discontinue his work. Six months before entry 
he became distressed by itching of the legs but his 
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abdominal swelling became less following medica- 
tion prescribed by a physician. Subsequently he 
felt better, but six days preceding entry he devel- 
oped generalized aches and pains while on a trip 
in an open automobile. He returned home and 
had a severe chill lasting for an hour. This was 
followed by profuse perspiration, fever and in- 
creased abdominal girth. Despite these symptoms 
he went to a picnic and shortly after returning 
home felt chilly and developed a constant dull 
aching pain in his abdomen and back. These 
symptoms were partially relieved by powders ad- 
ministered by a physician, but admission was ad- 
vised. There were no other symptoms of sig- 
nificance. 

The patient had had smallpox at the age of nine- 
teen months and typhoid fever two years later. He 
had always been a heavy drinker. 


Physical examination showed a well-developed 
but poorly nourished, icteric, man who appeared 
quite ill. Oral hygiene was very poor; the tongue 
was dry and the breath fetid. There were im- 
paired resonance, diminished breath sounds and 
crackling rales at both lung bases posteriorly. The 
apex of the heart was percussed to 11.5 cm. from 
the midsternal line. The sounds were regular and 
of good quality, and a systolic murmur was audi- 
ble at the apex. The blood pressure was 130 sys- 
tolic, 75 diastolic. Liver dullness extended from 
the third right interspace to the costal margin, 
but no edge was felt. The abdomen was tense 
and distended, and there was shifting dullness in 
the flanks. Many large dilated subcutaneous veins 
were noted over the abdomen. There was no 
edema of the extremities. 


The temperature was 100.0°F., the pulse 120, 
and the respirations 25. 

Examination of the urine showed a specific grav- 
ity of 1.026, with a moderate amount of bile. The 
sediment contained 10 white blood cells per high- 
power field but was otherwise negative. The 
blood showed a red-cell count of 4,000,000, with 
a hemoglobin of 70 per cent. The white-cell count 
was 24,900, with 86 per cent polymorphonuclears. 
The van den Bergh showed 10.8 mg. per 100 cc. 
of bilirubin, with a direct reaction. 


On the day following entry an abdominal para- 
centesis produced 3500 cc. of bile-stained fluid 
with a specific gravity of 1.011 and a total pro- 
tein of 3.6 gm. per 100 cc. A cell count showed 
2500 red blood cells and 15,800 white cells per 
cubic millimeter. Histological study showed lym- 
phocytes predominating with moderate numbers of 
monocytes and polymorphonuclears; no tumor cells 
were seen. Following the tap the lower end of 
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the spleen was palpated. The patient became irra- 
tional, and his condition critical. On the third hos- 
pital day another abdominal tap produced 3100 cc. 
with similar characteristics to those noted previ- 
ously. Subsequently his condition became rapidly 
worse, and he died on the fourth hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Howarp C. CoccrsHatt: The history indi- 
cates that liver disease had been present for at 
least one and a half years prior to entry, because 
on examination in the Out Patient Department it 
is stated that his liver was enlarged. Bile was 
found in the urine, and an icteric tint was noted 
in the skin. For one and a half years prior to this 
examination the patient had been well except for 
recurrent nosebleeds. The past history is appar- 
ently negative except for the fact that he was a 
heavy drinker. Thus far it is apparent that the 
patient was suffering from some chronic disease 
of the liver which had been insidiously progressing 
until admission. One and a half years prior to 
entry the first evidence of real liver damage ap- 
peared, with jaundice, an enlarged liver and 
nausea. Six months later, definite signs of portal 
obstruction had developed, as evidenced by the 
abdominal swelling. He also had edema of the 
legs, which I assume was secondary to the ascites. 
He complained of itching of the legs, which 
could be explained either on the basis of chronic 
jaundice or subcutaneous edema. He was given 
some type of medication which reduced the ab- 
dominal swelling. This I assume to have been 
a mercurial diuretic. The terminal episode which 
brought him to the hospital was some type 
of intercurrent infection, probably bronchial pneu- 
monia, possibly peritonitis. The results of the ex- 
amination of the peritoneal fluid were more con- 
sistent with the characteristics of a transudate than 
with those of an exudate as discussed below. This 
rules out peritonitis, except for the tuberculous 
and syphilitic types, both of which are said to be 
occasionally responsible for terminal infections in 
portal cirrhosis of the liver. 

Physical examination at the time of entry showed 
a fetid breath, crackling rales at both lung bases 
posteriorly, increased liver dullness, ascites, caput 
Medusae, a temperature of 100.0°F. and a pulse 
of 120. Laboratory data showed bile in the urine, 
with good ability to concentrate urine to 1.026, 
and a moderate anemia — 4,000,000 red blood cells, 
with 70 per cent hemoglobin. There was a marked 
leukocytosis, with 24,900 leukocytes, 86 per cent of 
which were polymorphonuclears. A van den Bergh 
test was distinctly elevated, with 10.8 mg. per 100 
cc. of bilirubin. A paracentesis yielded 3500 cc. 
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of bile-stained fluid, having a specific gravity of 
1.011, with a total protein of 3.6 gm. per 100 cc. 
The leukocyte count on this fluid was slightly ele- 
vated, — 15,800 cells per cubic millimeter, — with 
a predominance of lymphocytes. The interpreta- 
tion of this fluid is difficult because its specific 
gravity of 1.011 is inconsistent with a total protein 
of 3.6 gm. per 100 cc. Theoretically, a specific 
gravity of 1.010 indicates that there is about 1 gm. 
per 100 cc. of total protein present. It is apparent 
that the specific gravity is either too low or the total 
protein is too high. In cirrhosis of the liver, the 
total protein is usually 0.8 to 0.9 gm. per 100 cc., 
and in heart failure, it may range from 0.8 to 4.6 
gm. The value of nearly 4 gm. in this fluid is 
distinctly higher than one would expect for ascites 
secondary to cirrhosis of the liver. One might ex- 
plain this increase of protein if one were sure that 
he had had either mercurial diuretics or digitalis 
immediately prior to entry, because it is known 
that removal of ascitic and pleural fluids by diure- 
sis will concentrate the protein. About all one 
can say about this fluid is that it is not the type 
of fluid usually found with cirrhosis of the liver. 
There is also evidence of some inflammatory reac- 
tion, as shown by the leukocyte count, but this ap- 
parently was a sterile fluid, because of the low per- 
centage of polymorphonuclear leukocytes. Such a 
reaction might be explained by thrombosis of the 
splenic or mesenteric veins. 

The diagnosis of this case has to be made mostly 
on the basis of the history, which seems to be most 
consistent with portal cirrhosis. The chief incon- 
sistency with this diagnosis is the presence of jaun- 
dice for one and a half years, but from the history 
it is difficult to be sure whether it was present con- 
tinuously or intermittently. Ascites rather than 
jaundice is the commonest symptom of portal cir- 
rhosis. Biliary cirrhosis usually occurs in young 
people and jaundice is the predominant symptom. 
There is no history of pain, fever or acute attacks 
of pain associated with jaundice. One might think 
of syphilitic cirrhosis, but in spite of the one posi- 
tive Hinton test the repeated negative tests tend to 
rule out this possibility. The absence of serologi- 
cal evidence of syphilis does not rule out syph- 
ilitic cirrhosis, and in this case the clinical findings 
are consistent with this diagnosis; however, I do 
not believe one is justified in making this diag- 
nosis when both the history and physical signs 
fail to give other evidence of syphilis. The pos- 
sibility of splenic-vein thrombosis should be con- 
sidered. However, the spleen was not palpable 
at any time except after paracentesis and one 
would expect a greater degree of anemia. Various 
types of cancer are ruled out on the basis of the 
three-year history. There is little to go with a 
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diagnosis of lymphoma except for the large liver 
and spleen. 


CurnicaL DIAGNoseEs 


Cirrhosis of liver. 

Cholemia. 

Neoplasm? 

Hypertensive arteriosclerotic heart disease. 


Dr. CoccEsHALL’s DIaGNosks 


Portal cirrhosis of liver. 
Hepatomegaly and splenomegaly. 
Ascites. 

Bronchopneumonia. 


ANATOMICAL DIAGNOSES 


Cirrhosis of liver, probably alcoholic. 

Peritonitis, acute generalized (Streptococcus 
haemolyticus). 

Subdiaphragmatic abscess. 

Esophageal varices. 

Jaundice. 

Perisplenitis, acute and chronic. 

Ascites. 

Pleuritis, chronic fibrous. 

Arteriosclerosis, aortic and coronary, very slight. 

Cardiac hypertrophy. 


ParHoLocicaL Discussion 


Dr. Tracy B. Mattory: The diagnosis of cir- 
rhosis of the liver in this patient was fairly ob- 
vious and was of course made at the time of his 
entry on the wards. I am sure, however, that his 
rapid downhill course — he died within four days 
— was a great surprise to everyone. There is noth- 
ing in the initial physical examination or the note 
of the visiting man on his first day in the hospi- 
tal to indicate that he was considered to be in a 
critical condition. By the next day, however, it 
was obvious that there must be some important 
complication. On the wards an acute atrophy of 
liver superimposed on the chronic cirrhosis was 
suspected. Dr. Coggeshall seriously considered a 
mesenteric thrombosis. There was nothing in the 
history or physical examination to give any precise 
lead, although in retrospect after the autopsy the 
shaking chill of a few days before looms in im- 
portance. 

At postmortem examination a generalized peri- 
tonitis was found, from which beta-hemolytic strep- 
tococci were grown in pure culture. The general 
peritonitis was evidently of very short duration, 
probably only one or two days old, but in the 
left upper quadrant beneath the diaphragm was 
a large fairly well encapsulated pocket of thick 
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pus, which must have been present for several days 
and probably antedated his entrance to the hospi- 
tal. The rupture of this subdiaphragmatic abscess 
into the general peritoneal cavity probably occurred 
subsequent to the abdominal paracenteses. 


The liver was normal in size, weighing 1800 
gm., but was finely nodular, very firm and fibrotic. 
It was typical of a chronic alcoholic cirrhosis. The 
spleen was quite markedly enlarged, weighing 750 
gm., and showed a slight diffuse fibrosis. There 
were well-marked esophageal varices. The heart 
was slightly hypertrophied, weighing 400 gm., and 
the coronary arteries showed rare atheromatous 
plaques, without narrowing of the lumens. 
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Erratum 


In copy editing “Case 26072” (New Eng. ]. Med. 
222: 274 - 276, 1940), certain changes were made 
in the text which altered the meaning of Dr. Mi- 
chelsen’s discussion. The following words, as they 
appeared in the original copy, should be substi- 
tuted on page 275: 


First column, lines 44 and 45: for “cerebral control of 
the fibers” substitute “cerebral control and inhibitions.” 

Second column, line 29: for “such a lesion,” substitute 
“an intramedullary lesion.” 

Second column, line 31: for “intradural,” substitute 
“{ntramedullary.” 

Second column, lines 36 and 37: for “correct, inasmuch 
as a,” substitute “correct. [Paragraph.] This objection 
based upon the history applies to all intradural tumors. A.” 
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THE HEALTH OF THE NATION 


A DECENT interval after the beginning of the 
new year having been allowed for the discussion 
of the “State of the Nation,” we may now turn 
our attention with propriety to the “Health of the 
Nation.” On January 7 the United States Public 
Health Service released fourteen mimeographed 
pages having to do largely with vital statistics for 
the year 1938, in comparison with preceding years 
and with parts of 1939, and interspersed with com- 
ments and quotations. The general tendency to- 
ward lower mortality rates continues, the provi- 
sional rate for 1938 being 10.6 per 1000 as com- 
pared with 11.2 for 1937. The lowest prior mor- 
tality rate ever recorded was that of 10.7 for 1933. 
Typhoid fever, scarlet fever, diphtheria, polio- 
myelitis, epidemic meningitis, tuberculosis, dis- 
eases of pregnancy and childbirth and several 
other causes showed the lowest death rates on 
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record. At the same time there is occurring a 
rapid expansion of public-health bureaus and serv- 
ices. The number of counties employing full- 
time health officers reached an all-time high of 
1371, while approximately 1500 persons received 
public-health training for positions in official agen- 
cies during the year. 

Of the many groups that are striving to promote 
their special interests, the mental hygienists may 
take great satisfaction and comfort in the state- 
ment that “Dr. Parran believes that mental and 
nervous diseases and epilepsy together represent 
the largest unsolved problem in medicine.” There 
is no lack of recognition of other problems, how- 
ever, for cancer, venereal disease and “rheuma- 
tism,” —there being an estimated total of nearly 
7,000,000 cases of the last, — as well as such geriatric 
diseases as arteriosclerosis, hypertension and heart 
disease, are recognized as continuing, and often 
increasing, phenomena among our people. The 
work of the marine hospitals has increased, less 
it appears for the merchant seamen than for 
veterans and patients of the Works Progress Ad- 
ministration. 

Current changes in what used to be the pri- 
mary and picturesque function of the United 
States Public Health Service are of interest. The 
quarantine and immigration activities no longer 
have that salty flavor associated with rope ladders 
and seagoing doctors. To be sure quarantine ofh- 
cers inspected 15,525 vessels during 1938, but the 
present commentator will be blowed if a lot of 
it was not done on dry land! It was bad enough 
when the old steam tugs were replaced by Diesel- 
motored craft at that misty offshore anchorage 
called quarantine. There is no longer time for 
a friendly glass in the pilot house before getting 
on with the business; the ships proceed directly 
to their docks with nothing more substantial than 
wireless permission to do so. They call it “radio 
pratique,” but to many an old-time sailor it must 
seem like going without his breakfast. During 
the past fiscal year, 1878 airplanes, carrying 25,842 
passengers, were inspected. 

The glaring item of the report concerns small- 
pox. If there is any disease for the prevention 
and eradication of which we have a formula, that 
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disease is smallpox. Yet its incidence has been 
increasing in this country for the past ten years. 
The 14,939 reported cases in 1938 were nearly 
twice the number represented by the 1933-37 
median. Perhaps had Edward Jenner spent his 
time on syphilis it would have been more effective. 


VIGGO CHRISTIANSEN 


Vicco CuristIANsEN, founder of Danish neurol- 
ogy and president of the Third International 
Neurological Congress held in Copenhagen in 
August, 1939, died in Copenhagen, November 
3. Son of an officer in the Danish Navy, he 
received his medical degree in 1895 and his doc- 
tor’s degree in 1898. As is usual in Denmark, his 
final degree was accompanied by the publication 
of his thesis, Om Urinens Giftighed spectelt hos 
Sindssyge (The Toxicity of Urine, Especially in the 
Insane), a volume of 457 pages, Copenhagen, 
1298. 

He soon was attracted to neurology, then not 
recognized in Denmark as a specialty, and in 1901 
succeeded in forming a small department in the 
Kommunehospitalet. In 1907 he opened a private 
clinic for patients with neurological diseases. Many 
years elapsed, however, before neurology became 
firmly established in Copenhagen, for it was not 
until long after the World War, in 1929, that 
a department was set up in the Rigshospitalet, with 
Christiansen in charge. In 1934 he added a de- 
partment of neurosurgery. Resigning from the 
hospital in 1938, he was followed by Professor 
Mogens Fog, as head of the department of neurol- 
ogy. Christiansen was connected with the Uni- 
versity of Copenhagen all during his active life. 

He was a member of numerous Danish and for- 
eign medical societies, including correspondent 
membership in the Académie de Médecin de Paris 
and honorary membership in the Royal Society of 
Medicine of London. He had lectured at the uni- 
versities of Paris, Strassbourg, Lyon and Reykjavik. 
Christiansen was an honorary member of the First 
International Neurological Congress in Berne in 
1931 and vice-president of the Second Congress 
in London in 1933. In addition he had served 
on the board of editors of many scientific journals 
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and was Danish editor for the Nordisk tidsskrift 
for retsmedicin-psychiatri. 

His best known publications were Kliniske fore- 
laesninger over nervesygdomme (Copenhagen, 
1905) and Les tumeurs du cerveau (Paris, 1921). 

At the Copenhagen congress one saw an elderly 
man, cigarette in lips, walking the rotunda of the 
meeting hall like a fleet commander; small, alert 
and cordial, but with an air of the navy in both his 
manner and his gait. A pioneer and a founder of 
a school, now the center of advanced research, 
Christiansen will long be remembered in the his- 
tory of neurology. 


MEDICAL EPONYM 
Brer’s HypereMia 


August Bier, then first assistant physician at the 
surgical clinic of the University of Kiel, first de- 
scribed his use of artificial hyperemia in the treat- 
ment of disease in the Festschrift (Kiel and Leip- 
zig: Lipsius & Tischer, 1893) in honor of Friedrich 
von Esmarch’s seventieth birthday. This contribu- 
tion is entitled “Behandlung chirurgischer Tuber- 
kulose der Gliedmaassen mit Stauungshyperimie 
[The Treatment of Surgical Tuberculosis of the 
Extremities by Congestive Hyperemia].” The 
translation of a portion of the article is as follows: 

My first experiments with arterial hyperemia were 
begun in August, 1891, in the following manner: A 
hole was cut in a simple wooden box large enough so 
that the tuberculous limb could be placed inside. . . . 
The extremity was suspended in a sling, the ends of 
which ran through two holes in the cover of the box 
and were tied outside so that the limb hung free. . . . 
The box was heated by means of a spirit lamp like a 
Quincke’s sweat bed, and the air brought to a tem- 
perature of 70 to 100°C. .. . The desired effect on the 
blood circulation was attained in a most satisfactory 


manner. 
R. W. B. 


MASSACHUSETTS MEDICAL SOCIETY 
SECTION OF OBSTETRICS 
AND GYNECOLOGY* 


Raymonb §S. Tirus, M.D., Secretary 
330 Dartmouth Street 
Boston 


Sepsis FoLLowING PostpartuM HEMORRHAGE 


Mrs. E. W., a thirty-two-year-old para VIII, en- 
tered the hospital January 9, 1934, in labor at term. 
*A series of selected case histories by members of the section will be 


published weekly. Comments and questions by subscribers are solicited 
and will be discussed by members of the section. 


Vol. 222 No. 


The family history was not obtained. The past 
history was uneventful except for pneumonia at 
_the age of thirty. She had had five normal full- 
term deliveries and two premature labors. Cata- 
menia were regular, with a twenty-eight-day cycle. 
The last menstruation had started March 24, 1933, 
making the expected date of confinement Decem- 
ber 31. She had had no antepartum care, but the 
pregnancy had been normal so far as she knew 
except for slight swelling of the ankles. 


Examination on admission showed a_ well- 
developed woman, whose color and appearance 
were good. The temperature was 99.2°F., the 
pulse 108, and the blood pressure 110 systolic, 78 
diastolic. The heart sounds were clear and reg- 
ular, and there were no murmurs. The lungs 
showed uniform resonance and clear respiration. 
There was slight edema of the lower extremities. 
Urine examination was essentially negative. On 
abdominal palpation the fetal head was located at 
the fundus, with the small parts on the left. Rec- 
tal examination revealed a frank breech presenta- 
tion and the os two fingers dilated. - The fetal heart 
sounds were clear and regular, the rate being 140. 
The external pelvic measurements were essentially 
normal. 


Labor progressed slowly after an early rupture 
of the membranes. During this time the temper- 
ature rose to 101.6°F. but fell to 98.4 before de- 
livery. 

At 8:30 a.m. on January 14 the os was fully 
dilated. Signs of fetal distress were present in the 
form of irregularity of the heart sounds. The pa- 
tient was therefore delivered under full surgical 
anesthesia, a manual extraction of the breech, con- 
verted to a footling, being done without great diffi- 
culty. The baby was stillborn, and all attempts at 
resuscitation failed. The placenta was expressed 
in fifteen minutes, but the uterus reacted poorly 
in spite of pituitary extract, ergot, massage and 
ice. The cervix was then exposed and a deep tear 
found on the left, but as the bleeding was ob- 
viously coming from a relaxed fundus, it was 
deemed advisable not to repair the cervix but to 
pack the uterus at once. The uterus was there- 
fore tightly packed with a three-yard strip, which 
appeared to control the bleeding. Since the pa- 
tient’s pulse was weak and thready, she was trans- 
fused with 650 cc. of citrated blood and put to 
bed in shock position, heaters and blankets being 
applied. She improved rapidly. The pack was re- 
moved the following day, and there was no fur- 
ther hemorrhage. 

The temperature, however, rose to 102.4°F. with- 
in twelve hours after delivery and remained ele- 
vated, with occasional intermissions, reaching the 
maximum of 105.0° on the ninth day. The pulse 
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varied from 110 to 130. The white-cell count was 
16,500 on the fourth day, and 34,000 on the ninth. 

A pelvic examination on the ninth day showed 
the uterus large and slightly tender. The left 
vault was slightly tender, and the left-sided tear of 
the cervix was plainly felt. The finger was passed 
through the internal os, and on withdrawal fol- 
lowed by a gush of foul lochia. 

The patient was kept in Fowler’s position from 
the second day until the temperature fell to ap- 
proximately normal. Ice was applied to the fun- 
dus, and several courses of fluid extract of ergot 
by mouth were given. 

From the peak of 105.0°F. on the ninth day, 
the temperature fell gradually, but was slightly 
elevated until the twenty-fifth postpartum day. 

The patient was discharged on the twenty- 
seventh postpartum day. Discharge examination 
showed the uterus in good position and well in- 
voluted, the cervix deeply lacerated on the left side, 
and no masses or tenderness in the vaginal vaults. 


Comment. This case of infection following a 
postpartum hemorrhage occurred in a multipara 
whose delivery was complicated by a breech ex- 
traction and by uterine packing. It is very difh- 
cult to say that the infection was dependent on 
either of these procedures because the tempera- 
ture was elevated before delivery. On the other 
hand, it is not possible to say that infection al- 
ready existed because of one temperature rise. It 
is quite likely that the tear of the cervix resulted 
directly from the breech delivery, properly under- 
taken but unduly hastened because of the irregular 
fetal heart. The postpartum hemorrhage was 
uterine solely as the exposed cervix proved. No 
cultures were taken from either the uterus or the 
blood stream, but the chart and history were per- 
fectly characteristic of uterine sepsis. Conservatism 
was followed throughout, the uterus being left 
scrupulously alone after the packing had been re- 
moved. It must be borne in mind that packing of 
the uterus is always a potential factor in uterine 
sepsis, but because of this one should not be de- 
terred from packing in the face of actual hemor- 
rhage. It is better to pack a uterus and treat sep- 
sis than to allow a patient to become exsanguinated. 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions of the Medical Postgraduate Ex- 
tension Courses have been arranged for the week begin- 
ning March 17: 


BERKSHIRE 
Thursday, March 21, at 4:30 p.m., at the Bishop 
House of Mercy Hospital, Pittsfield. Syphilis in 
Pregnancy and the Offspring. Instructor: Rudolph 
Jacoby. Harry G. Mellen, Chairman. 
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BRISTOL souTH (Fall River Section) 

Tuesday, March 19, at 4:30 p.m., at the Union Hos- 
pital, Fall River. Common Problems of Neurol- 
ogy: Indications for lumbar puncture. Instructor: 
T. J. C. von Storch. Howard P. Sawyer, Chair- 
man. 


FRANKLIN 
Thursday, March 21, at 8:15 p.m., at the Franklin 
County Hospital, Greenfield. Gonorrhea in the 
Female. Instructor: Oscar F. Cox, Jr. Halbert 
G. Stetson, Chairman. 


HAMPDEN 
Thursday, March 21, at 4:00 p.m., at the Academy of 
Medicine, Professional Building, 20 Maple Street, 
Springfield, and at 8:15 p.m., in the Outpatient 
Department of the Skinner Clinic, Holyoke Hos- 
pital, Holyoke. Pneumonia. Instructor: Chester 

S. Keefer. George L. Schadt, Chairman. 


HAMPSHIRE 
Thursday, March 21, at 4:15 p.m., in the Nurses’ 
Home of the Cooley Dickinson Hospital, North- 
ampton. Head and Spine Injuries. Instructor: 

Donald Munro. Warren P. Cordes, Chairman. 


MIDDLESEX SOUTH 
Tuesday, March 19, at 4:30 p.m., at the Cambridge 
Hospital, 330 Mt. Auburn Street, Cambridge. 
Complications in Obstetrics, Illustrated by Case 
Histories. Instructor: Thomas R. Goethals. Dud- 

ley Merrill, Charman. 


NORFOLK 
Thursday, March 21, at 8:30 p.m., at the Norwood 
Hospital, Norwood. Syphilis in Pregnancy and 
the Offspring. Instructor: William P. Boardman. 

Hugo B. C. Riemer, Chairman. 


NORFOLK SOUTH 
Monday, March 18, at 8:30 p.m., at the Quincy City 
Hospital, Quincy. Gonorrhea in the Female. 
Instructor: Sylvester B. Kelley. David L. Belding, 
Chairman. 


PLYMOUTH 
Tuesday, March 19, at 4:00 p.m., in the Nurses’ 
Home of the Brockton Hospital, Brockton. The 
Use of Biological Preparations in Pediatric Prac- 
tice. Instructor: Charles F. McKhann. Walter 
H. Pulsiter, Chairman. 


SUFFOLK 
Thursday, March 21, at 4:30 p.m., in John Ware Hall, 
Boston Medical Library, 8 Fenway, Boston. In- 
dications for Cesarean Section. Instructor: 
Robert L. DeNormandie. Reginald Fitz, Chair- 

man. 


ANNUAL PRIZE FOR INTERNS 


The attention of interns in Massachusetts hospitals is 
called to the fact that a prize of $50.00 has been offered 
by the Massachusetts Medical Society for the best written 
and most comprehensive case report submitted by one of 
their number holding an internship in any Massachusetts 
hospital which is approved by the American Medical As- 
sociation for intern training during 1938-1940. 

This report is to be typewritten, and when completed 
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is to be sealed, unsigned, in a plain envelope, which in 
turn is to be placed together with a separate slip bearing 
the name and address of the contestant, in a larger en- 
velope, and sent to: Committee on Medical Education 
and Medical Diplomas, Massachusetts Medical Society, 
8 Fenway, Boston. 

The contest this year closes May 5, 1940. Reports may 
be submitted at any time prior to that date. 


DEATHS 


BACON —Goruam Bacon, M.D., of Yarmouth Port, 
died March 5. He was in his eighty-fifth year. 

Born in New York, he attended Harvard University 
and received his degree from Bellevue Hospital Medical 
College in 1878. He was appointed surgeon of the New 
York Eye and Ear Infirmary in 1882, and retired from 
active practice in 1920. 

Dr. Bacon was a member of the Massachusetts Medical 
Society and the American Medical Association. 

His widow and three children survive him. 


BUTLER — Georce E. Butter, M.D., of Fall River, 
died March 8. He was in his seventy-second year. 

Born in Fall River, he received his early education 
there and in 1896 received his degree from the Bellevue 
Hospital Medical College. Dr. Butler served on the staffs 
of St. Anne’s, Union and Fall River General hospitals. He 
was a fellow of the Massachusetts Medical Society and the 
American Medical Association, and was a member of the 
Fall River Medical Society. 

His widow, two sons, a daughter and a grandson sur- 
vive him. 


RIGGS — Austen F. Ricos, M.D., of Stockbridge, died 
March 5. He was in his sixty-fifth year. 

Born in Germany of American parents, he attended 
Harvard University and received his degree from Colum- 
bia University College of Physicians and Surgeons in 1902. 
He served as house physician at Presbyterian Hospital, 
New York, from 1902 to 1904. In 1907 he settled in 
Stockbridge and specialized in neuropsychiatry. Dr. Riggs 
was the founder and president of the Riggs Foundation at 
Stockbridge for the treatment of nervous diseases. He 
was consulting psychiatrist at Williams College, clinical 
professor of neurology at Columbia University College of 
Physicians and Surgeons and consulting psychiatrist and 
lecturer on mental hygiene at Vassar College. 

Among his affiliations were fellowships in the Massa- 
chusetts Medical Society and the American Medical Asso- 
ciation and memberships in the American College of 
Physicians, the American Neurological Association and 
the American Psychiatric Association. He was also a mem- 
ber of the Medical Society of the State of New York, the 
Massachusetts Society for Mental Hygiene and the Na- 
tional Committee of Mental Hygiene. 

His widow, three daughters and a son survive him. 


CORRESPONDENCE 


LETTER COMMENTING ON THE REPORT 
OF THE COMMITTEE APPOINTED TO 
STUDY THE PRACTICE OF MEDICINE 

BY UNREGISTERED PERSONS 


To the Editor: 1 have been much interested in reading 
the Report of the Committee Appointed to Study the 
Practice of Medicine by Unregistered Persons and I ask 
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for space in your columns for comment, as in certain im- 
portant respects the Report does not cover the ground as- 
signed to it. The many aspects of the problem may tempt 
me to go beyond the limits of a letter, but I shall try to 
condense what I have in mind to say. 

The chief but not the only cause of the conditions 
which are properly adversely criticized in the Report is 
the lack of funds. This explains the Board’s neglect in 
following up physicians who have failed to show certifi- 
cates of registration to the town clerk. I might give 
a number of other instances of the difficulties of the Board, 
but I shall restrict myself to general considerations. 

It has been pointed out to the Board that its income is 
derived from fees for examination and registration of ap- 
plicant physicians, and that if, after registration, physi- 
cians wish any service from the Board, they cannot ex- 
pect it unless they pay for it. It may seem to be a new 
point of view, open to question as to propriety at least, 
but this reason has been given as the explanation why 
the Board has encountered so much difficulty in getting 
appropriations to carry out what it thinks it should do. 

It is pertinent at this point to quote from the statute on 
requests for increased appropriations in the budget esti- 
mates. Section 3, Chapter 29 (General Laws of Massa- 
chusetts, Tercentenary edition, 1932) reads in part as fol- 
lows: “Every officer . .. shall . . . submit to the budget 
commissioner . . . estimates of the amounts required 
for ordinary maintenance for the ensuing fiscal year, 
with an explanation of any increased appropriations rec- 
ommended and with citations of the statutes relating 
thereto, .. . The said estimates shall not include any esti- 
mate for any new or special purposes or objects not 
authorized by statute.” It is easy to think of things 
which would improve the usefulness of the office of the 
Board, such, for example, as a geographical index, a list 
of the physicians with their latest addresses, possibly 
separate lists of removals, transfers, registrations in other 
states, and deaths; but if any project involves the expendi- 
ture of money, and is not authorized by the statute, it 
has no place in the budget. 

It appears to me that the Committee is under a grave 
misapprehension as to the meaning of “unregistered per- 
sons practicing medicine,” and in this connection it makes 
one statement which is misleading. The Report says 
“not only does a physician have to register with the 
Board, but he also has to register with the city or town 
clerk.” The statute has a different view. It says that 
under certain conditions the applicant “shall . . . be regis- 
tered” by the Board, and the statute forbids the practice 
of medicine by unregistered persons. It says further that 
the town clerk “shall record the name of the owner of 
said certificate” of registration upon blanks approved by 
the Board, and it forbids the practice of medicine until 
the certificate has been shown to the town clerk for such 
recording. Nowhere in the statute is any person or body 
authorized to register any person as a qualified physician 
except the Board of Registration in Medicine, and most 
of the Report is irrelevant to the purpose for which the 
Committee was appointed, because it concerns itself with 
physicians who have completed all the requirements for 
registration and are truly registered but who failed to have 
their names recorded with the town clerk. Their practice 
may be illegal but it is not by “unregistered persons.” 

Perhaps I ought to stop here as there is so little of the 
Report left, but it does contain some matter pertinent to 
the discussion of matters other than the formal subject 
of the study. In the fifth paragraph of the Report, the 
Committee says that “it is considering only why so many 
unregistered persons are said to be practicing medicine.” 
If this is all the Committee is considering, — and this is 
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well within its scope,—why put so much else into the 
Report? In the fourth paragraph, the Committee express- 
es itself as having been “compelled ... to ask . . . why 
they [the Board] think that one thousand” unregistered 
persons are practicing medicine. If they felt compelled to 
ask this question, why did they not ask it of the Board, 
to whom alone, apparently, this thought is attributed? I 
they really asked the Board this question, are they deal- 
ing fairly with the Board and with the Society in suppress- 
ing the reply of the Board? The question is purely rhetori- 
cal and has not been asked of the Board. The end of the 
fourth paragraph is not clear. By implication the Com- 
mittee has denied that the condition is as the Board al- 
leges, and it then attempts to explain the cause of this 
alleged condition, the existence of which it has denied. 
If the Committee had acknowledged that there is some 
truth in the claim of the Board and had tried to explain 
the situation as it is and not as it is alleged to be, the 
argument might have been more impressive. 

In the same paragraph occurs the following sentence: 
“Such conditions, if true, not only reflect seriously on the 
whole medical situation . . ., but also on the Board it- 
self.” It is a fact that the whole medical situation, on 
which reflection may properly be made, is more serious 
than is generally recognized even by physicians. What, 
indeed, is the significance of the well-known fact that 
what may be called, perhaps, the most important piece 
of medical legislation since the creation of the Board in 
1894, namely the creation of the Approving Authority, re- 
sulted from a bill which was introduced not only without 
the support of the Society but in direct opposition to the 
advice of its officers? 

Three other sentences in the fourth paragraph need 
comment. The first reads: “. . . the Board which has 
had the responsibility for forty-five years of protecting the 
public against unregistered persons practicing medicine 
...” In justice to the Board, the extent of the responsi- 
bility should be stated clearly, and a recent case shows 
how limited the responsibility actually is. It is important 
to remember that responsibility is limited by the power 
to do something. To what action is the Board then 
limited? It was reported to the Board that a certain per- 
son was practicing medicine without a license. In ac- 
cordance with the statute, this was further reported by 
the Board to the proper prosecuting authorities, the police, 
and the responsibility of the Board stopped there, under 
the statute. The matter was investigated; there was Grand 
Jury indictment, and the case was disposed of favorably to 
the defendant without giving a single witness or the in- 
vestigator the opportunity to appear in court. For the 
Committee to say that the Board has the responsibility 
(italics mine), is to speak without knowledge. 

The Report says that the Committee asks why the 
Board thinks men are practicing on dead men’s certifi- 
cates. I have never heard from the Board that it thinks 
so. The Board has claimed that this may be so, and that 
it was sO in one instance in the past was shown by find- 
ing, after a physician had died, that he had been practic- 
ing “on” the license of another physician long since 
dead. There may be other cases and it has been reported 
to be the experience of other states, when the annual 
registration law went into effect, to find several instances 
of this unauthorized practice. 

The reason why the Board thinks there are probably 
a thousand persons, not registered by the Board, who are 
practicing in Massachusetts, is that a comparison was 
made with the state of New York where there was an 
estimate from the experience in combing carefully certain 
selected areas as samples, and a count of persons who ac- 
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tually left the state when annual registration became ef- 
fective. The resulting figure for Massachusetts on the 
basis of the relative number of physicians in the two 
states was about 1300. The Board has said 1000, a con- 
servative estimate. All such figures are merely estimates, 
but support for the figure “1000” is given by the estimated 
number of chiropractors practicing chiefly under license 
to give massage, of physiotherapists who practice not under 
the direction of a physician, of persons practicing by the 
use of electrolysis (38 persons or organizations are listed 
in a recent telephone directory), of skin “specialists,” of 
arch support prescribers, and the large number of “tittle” 
persons who peddle or prescribe their own little remedies. 
Perhaps this last group is the largest of all. Another side- 
light on this question is thrown by the statute, in its list 
of groups of unregistered persons practicing medicine who 
are exempt from the penalty for violating the medical 
practice act. The very fact that they are listed as exempt 
means that in the eyes of the statute they are practicing 
medicine. I think it is a conservative estimate to place 
the figure at 1000 unregistered practitioners of medicine in 
Massachusetts. As most of the complaints about the prac- 
tice of medicine by unregistered persons seem to be re- 
ported to the police before they come to the attention of the 
Board, I have directed inquiry to this quarter and the 
reply is that 1000 is a very conservative estimate. 

Before I conclude I must say one word about the quo- 
tation from what the secretary of the Board is reported 
to have said in 1937, I do not recall the exact words I 
used on that occasion, — and when one speaks extempora- 
neously words have a strange way of slipping, — but I do 
not see how I could have said what was attributed to 
me, because I know I have never held all the views there 
expressed as mine. It is a fact, and contrary to the state- 
ment in the quotation, that the prime duty of the Board 
is to protect the public against physicians; against un- 
qualified persons by refusing to admit to practice such as 
the Board finds unqualified, and by removing from prac- 
tice persons whom it has licensed and who in its opinion 
have shown serious disqualification in practice. 

In closing, I may say that my chief criticism of the Re- 
port of the Committee is that it has missed the mark. It 
might have limited itself to “unregistered persons practic- 
ing medicine,” the formal restriction of its scope. But as 
to what registration means, it does not see eye to eye with 
the statute, the authority of which in this connection ex- 
ceeds that of the dictionary. Or it might have trans- 
cended the mere title, if it had had the vision to see 
that control of unregistered persons is by necessary im- 
plication only a part of the whole problem of the regula- 
tion of the practice of medicine, and have discussed what 
it thought pertinent from this higher point of view. How 
defective the law and the procedure are, I suppose the 
Board of Registration in Medicine knows better than 
anyone else. 

Now a really mature medical practice act, which is what 
the Committee might well have discussed if it once saw 
fit to go outside the narrow scope of its title, should con- 
tain three general provisions, with many details of course. 
There should be first a definition of what is to be regu- 
lated, that is, a definition of the practice of medicine. 
Without this the law cannot be well enforced. If no one 
knows what the practice of medicine is, it cannot be de- 
fined. If everybody knows, the definition should not be 
beyond the power of man to put in words. There should 
be next a statement as to who may practice, and all the 
qualifications therefor, and how they should be deter- 
mined, and the regulations under which practice should 
be carried on, with penalties for violations,,that is, penal- 
ties against unpermitted practice. There should be last a 
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procedure for stopping the practice of persons once found 
qualified, but later deemed to be unqualified. 

For the last procedure, the statute has, since 1894, made 
fairly adequate provision. The second is still inadequate, 
although it is hoped that the Approving Authority may 
be a means of approaching a reasonable degree of adequa- 
cy. Annual registration is a mere detail. Massachusetts 
has always neglected the first provision and it remains 
almost the only state that fails in this respect. 


No one who has not been closely connected with the 
work of the Board has any idea of the amount of work 
that is involved or of the difficulties under which it is 
carried on, yet its importance in protecting the health of 
the public is out of all proportion to the size of the budget. 
It is to be hoped that this conscientious and stimulating 
Report of the Committee will not merely direct the at- 
tention of the Society to the work of the Board, but will 
result in improving the conditions under which the Board 
is trying to protect the public against the improper practice 
of medicine. 


STEPHEN RusHmore, M.D., Secretary, 
Board of Registration in Medicine. 


RESTORATION OF LICENSE 


To the Editor: This is to inform you that in accordance 
with the vote of the Board of Registration in Medicine, the 
license of Dr. William M. Walsh, 32 Edison Green, Dor- 
chester, revoked on April 1, 1937, was restored on Febru- 
ary 29, 1940. 


STEPHEN RusHMorg, M.D., Secretary. 


State House, 
Boston. 


NOTICES 


BOSTON DOCTORS’ 
SYMPHONY ORCHESTRA 


The Boston Doctors’ 
Symphony Orchestra will 
rehearse under Alexander 
Theide, former  concert- 
master with the Cleveland 
Symphony Orchestra and 
the Philadelphia Sym- 
phony Orchestra, every 
Thursday at 8:30 p.m., in Studio A, Station WMEX, 
70 Brookline Avenue, Boston. Those interested in becom- 
ing members should communicate with Dr. Julius Loman, 
Pelham Hall Hotel, Brookline (BEA 2430). 


BOSTON MEDICAL HISTORY CLUB 


There will be a meeting of the Boston Medical History 
Club at the Boston Medical Library, 8 Fenway, Boston, on 
Monday evening, March 18, at 8:15. Dr. Hyman Morri- 
son will give an illustrated talk on “Early Chapters in a 
Life of Reginald Heber Fitz.” 


All interested persons are cordially invited to attend. 


BOSTON HEALTH LEAGUE 


The annual meeting of the Boston Health League will 
be held at The Sheraton, 91 Bay State Road, Boston, on 
Tuesday, March 19, at 12:30 o'clock. Dr. Clifton T. Per- 
kins, Commissioner of Mental Health, will speak, his sub- 
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ject being “Present Activities of the Massachusetts Depart- 
ment of Mental Health.” 

Reservations for luncheon, $1 a plate, should be made 
at the office of the Boston Health League, 80 Federal 
Street, before March 16 (LIB 8515). 


PETER BENT BRIGHAM HOSPITAL 


A joint medical and surgical clinic at the Peter Bent 
Brigham Hospital will be held on Wednesday, March 20, 
from 2 to 4 p.m. Drs. Elliott C. Cutler and Soma Weiss 
will speak on “Anemia.” 

Physicians and students are cordially invited to attend. 


CARNEY HOSPITAL 


The monthly clinical meeting and luncheon of the Car- 
ney Hospital will be held in Carney Hospital Auditorium 
on Monday morning, March 25, at 11:30. 


PRoGRAM 


Recent Advances in Stomach Surgery. Dr. Joseph 
Stanton. 

Unstabilized Lumbosacral Joints: End results of 250 
lumbosacral fusions. Dr. Thomas F. Broderick. 

Bone Tumors. Dr. Michael E. McGarty. 


Physicians and medical students are cordially invited 
to attend. 


GEORGE W. GAY LECTURE 


The George W. Gay Lecture on Medical Ethics will be 
given on Tuesday, March 19, at 5:00 p.m. in Amphithea- 
ter E of the Harvard Medical School. Mr. Phillips Ket- 
chum, of Boston, will speak on the subject “How Does a 
Doctor Spend His Money?” 


TUFTS COLLEGE MEDICAL SCHOOL 
ALUMNI ASSOCIATION 


The annual meeting and dinner of the Tufts College 
Medical School Alumni Association will be held Wednes- 
day evening, March 27, at the Hotel Somerset, Boston, at 
7:00. A short business meeting at 6:30 will precede the 
dinner. 

Dr. Timothy J. Leary will introduce Professor Alan R. 
Moritz, who will speak on “Tales that Dead Men Tell.” 
The cost of the dinner including dues will be $3.50. 


NEW ENGLAND SOCIETY 
OF PHYSICAL MEDICINE 


The New England Society of Physical Medicine will 
meet at the New England Sanitarium and Hospital, Mel- 
rose, on Wednesday evening, March 20. Following a 
dinner at 6:30, the program will be presented in the gym- 
nasium, at 7:15 


PRoGRAM 


Principles of Hydrotherapy. Dr. C. A. Haysmer. 

Practical Application of Hydrotherapy Including Hub- 
bard Tank, Whirlpool Bath and Nauheim Bath in 
New Unit. Dr. W. A. Ruble. 


All members of the medical profession are cordially in- 
vited to attend the meeting. 


NEW ENGLAND PATHOLOGICAL SOCIETY 


The next meeting of the New England Pathological So- 
ciety will be held on Friday, March 29, at 8:00 p.m. at 
the Peter Bent Brigham Hospital. 


NOTICES 


469 


PROGRAM 


Forensic Pathology. Dr. Alan R. Moritz. 
Business meeting. 


Physicians and students are cordially invited to attend. 


AMERICAN HEART ASSOCIATION 


The Sixteenth Scientific Sessions of the American Heart 
Association will be held at the Hotel Roosevelt, New York 
City, on Friday and Saturday, June 7 and 8. 

The general cardiac program will be given on Friday, 
and the program of the section for the study of the periph- 
eral circulation, on Saturday. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FoR THE WEEK BEGINNING 
Sunpay, Marcu 17 


Sunpay, Marcu 17 


4 p.m. Doctor, Will My Baby Be Normal? 


Dr. Charles P. Sheldon. 
Illustrated, public, health lecture. 


Faulkner Hospital auditorium. 


Monpay, Marcu 18 


*8:15 p.m. Early Chapters in a Life of Reginald Heber Fitz. Dr. 
yman Morrison. Boston Medical History Club. Boston Medical 
Library, 8 Fenway. 


Turspay, Marcu 19 


*9-10 a.m. Clinicopathological conference. Dr. D. S. King. Joseph H. 
Pratt Diagnostic Hospital. 

*12 m. The Clinical Significance of the Collateral Circulation in 
Patients with Angina Pectoris. Dr. Herrman Blumgart. South End 


Medical Club. Headquarters of the Boston Tuberculosis Association, 
554 Columbus Avenue, Boston. 


-m. Present Activities of the Massachusetts Department of 
Mean Health. Dr. Clifton T. Perkins. Boston Health League. 
The Sheraton, 91 Bay State Road, Boston. 

5 p.m. How Does a Doctor Spend His Money? 
George W. Gay Lecture on Medical Ethics. 
Amphitheater E. 


Mr. Phillips Ketchum. 
Harvard Medical School, 


Wepnespay, Marcu 20 


*9-10 a.m. Hospital case 


Dr. S. J. Thannhauser. 
H. Pratt Diagnostic Hospita 


Joseph 


*2-4 p.m. Anemia. Drs. Elliott C. Cutler and Soma Weiss. Peter 
Bent Brigham Hospital. 
Tuurspay, Marcu 21 
*9-10 a.m. Control of Gonococcal Infection. Dr. O. F. Cox. Joseph H. 


Pratt Diagnostic Hospital. 


Fripay, Marcu 22 


*9-10 a.m. 


Dr. Donald MacPherson. 
Diagnostic Hospita 


Joseph H. Pratt 


Sarurpay, Marcu 23 


*9-10 a.m. Hospital case presentation, Dr. Thannhauser. Joseph H. 
Pratt Diagnostic Hospital. 
*Open to the medical profession. 
_ Marcu 15 —- Staff Meeting. United States Marine Hospital. Page 422, 
issue of March 7. 


Marcu 20 — New England Society of Physical Medicine. 


Marcu 25 — Monthly clinical meeting and luncheon. 
Notice above. 


Marcu 27 — Tufts College Medical School Alumni Association. 
above. 


Marcu 29 -- New England Pathological Society. 


Aprit 11 — Pentucket Association of Physicians. 
Haverhill. 


Aprit 15-17 — American Association for the Study of Goiter. 
issue of February 1. 


APRIL England Health Institute. 
ruary 


Aprit 24 — Massachusetts Dental Society. Page 365, issue of February 29. 


Aprit 24-26 — Scientific Session. Academy of Physical Medicine. Hotel 
John Marshall, Richmond, Virginia. 4 


a... § 10-18 — American Scientific Congress. Page 1043, issue of Decem- 


Notice above. 
Carney Hospital. 


Notice 


Notice above. 
8:30 p.m., Hotel Bartlett, 


Page 203, 


Page 284, issue of Feb- 


Page 202, issue 


May 13— United States Pharmacopocial Convention. 
of February 1. 
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June 7-8 — American Heart Association. Notice above. 

June 7-9 — American Board of Obstetrics and Gynecology. Page 1019, 
issue of June 15. 

June 8 and 10—American Board of Ophthalmology. Page 719, issue 
of November 2. 

June 10-14— American Physicians’ Art Association. Page 332, issue of 
February 22. 

Ocroser 21— American Board of Internal Medicine, Inc. 
issue of February 29. 


Page 369, 


District MEDICAL SOCIETIES 


ESSEX SOUTH 
Aprit 3 — Page 422, issue of March 7. 
May 8— Annual meeting. Salem Country Club, Peabody. 


FRANKLIN 
May 14 — Franklin County Hospital, Greenfield. 


HAMPSHIRE 
May 8, at 11:30 a.m. at the Cooley Dickinson Hospital, Northampton. 


MIDDLESEX EAST 
Marcu 20. 
May 15. 
Meetings are held at 12:15 p.m. at the Unicorn Country Club, Stoneham. 


MIDDLESEX NORTH 
Aprit 24. 
Jury 31. 
Ocroser 30. 


NORFOLK SOUTH 
Apri. 4. 
May 2. 


All meetings, with the ye poy of one which is usually held at the 
‘Quincy City Hospital, are held at the Norfolk County Hospital in South 
Braintree, at 12 o'clock noon. 


PLYMOUTH 
Marcu 21 — Goddard Hospital, Brockton. 
Aprit 18 — State Farm. 
May 16 — Lakeville Sanatorium, Lakeville. 


SUFFOLK 

Marcw 27 — Scientific meeting. Symposium on Ulcerative Colitis and 
Diarrheas. Under the direction of Dr. Chester M. Jones. 

Aprit 24— Annual meeting in conjunction with the Boston Medical 
Library. Election of officers. Program and speakers to be announced later. 


May 2 — Censors’ meeting. Page 244, issue of February 8. 


WORCESTER 
Aprit 10 — Worcester Hahnemann Hospital. 
May 8 — Worcester Country Club. 


Each meeting begins with a dinner at 6:30 p.m. and is followed by a 
business and scientific meeting. 


BOOK REVIEWS 


Cancer of the Larynx. Chevalier Jackson and Chevalier L. 
Jackson. 309 pp. Philadelphia and London: W. B. 


Saunders Co., 1939. $8.00. 


With the constant expansion of medical knowledge, 
such specialized subjects as cancer of the larynx now pass 
from simple inclusion in textbooks to the importance of 
the monograph. When the authors bring to their book 
the wide knowledge and clinical experience of the Jack- 
sons, father and son, one may expect a most comprehen- 
sive consideration of the subject. 

The arrangement of this book is most satisfactory in its 
clear-cut segregation of the many aspects involved in a dis- 
cussion of cancer of the larynx. The early chapters deal 
only with the technical procedures incident to the diagno- 
sis of the lesion by mirror examination and biopsy by di- 
rect laryngoscopy. Then follow descriptions of the pro- 
cedures of laryngofissure and laryngectomy, exhaustively 
described and freely illustrated with both line drawings 
and colored plates by the authors. No effort is spared to 
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make clear the minute steps in operative technic. Full 
consideration is given to the therapeutic use of x-rays and 
radium, as well as to palliative measures in inoperable 
conditions. In a second major division, attention is direct- 
ed to exceptional cases, rare types of laryngeal growth, 
borderline and precancerous conditions, etiology, prophy- 
laxis, general considerations and controversial phases 
of the subject. Free use has been made of photomicro- 
graphs and of colored illustrations of the actual picture 
seen at mirror laryngoscopy. The segregation of the first 
part of the book into two parts clearly avoids the confu- 
sion which might result from an attempt to discuss opera- 
tive technic and clinical considerations in combination. 

The final third of the book presents a historical and 
chronological picture of the development of laryngeal 
surgery, with brief accounts of the work of the many 
pioneers who have contributed to the present status of our 
knowledge of laryngeal cancer. An extensive bibliography 
makes available almost all the literature pertinent to the 
subject. 

As a whole there is presented an exhaustive account of 
the pathology of laryngeal cancer, the methods available 
for its diagnosis and, in satisfying detail, the operative and 
non-operative maneuvers now appropriate for its eradica- 
tion and cure. 


The Neurogenic Bladder. Frederick C. McLellan. 206 pp. 
Springfield, Illinois, and Baltimore: Charles C Thomas, 
1939, $4.00. 


This book purports to be a study of the alterations in 
function of the urinary bladder resulting from various 
forms of disease or lesions of the spinal cord and brain, 
as determined by the cystometrogram. 


It is very loosely written and therefore very disappoint- 
ing, coming as it does from one of the outstanding teach- 
ing clinics. For instance, in each of the first three illustra- 
tions, which are copied from the literature, either the 
name of the authority is misspelled or the title of the 
communication misquoted. Even worse than this is the 
writer’s diction, which in many places is so clouded as to 
leave the reader in complete darkness as to its meaning. 
The third sentence of the book reads: “This organ has a 
sensory distribution which parallels roughly that of the 
skin. . . .”. He means “the bladder,” though this has 
not yet been mentioned, and that it is supplied by “sen- 
sory nerves.” Or again (page 64): “Progressive advance 
of supranuclear lesions involving the nuclear [sic] of in- 
franuclear areas will produce this bladder.” Certainly a 
new way of producing a bladder! Still further (page 
101): “In view of the high incidence of both spina bifida 
occulta and enuresis, there certainly would be no great 
odds for coincidence in this situation.” 

In short then, in its present form this publication en- 
tirely fails to carry conviction. Some forty-nine charts are 
published supposed to illustrate the various sorts of devia- 
tions from the normal shown by the cystometer. One can- 
not avoid the thought, in view of what has preceded them, 
that these two have been so inaccurately assembled as to 
be of little value. 


Medical Record Visiting List or Physicians’ Diary for 1940. 
Revised. Baltimore: William Wood & Co., 1939. $2.00. 


This pocket-size visiting list is made in three sizes, for 
thirty, sixty or ninety patients a week. The record is pre- 
ceded by twenty-seven pages of dosage tables, poison anti- 
dotes and like material. 
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